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HONORING THE COMMITMENT: OVERCOMING 
BARRIERS TO QUALITY MENTAL HEALTH 
CARE FOR VETERANS 

Wednesday, February 13, 2013 

U.S. House of Representatives, 
Committee on Veterans’ Affairs, 

Washington, D.C. 

The Committee met, pursuant to notice, at 10:04 a.m., in Room 
334, Cannon House Office Building, Hon. Jeff Miller [Chairman of 
the Committee] presiding. 

Present: Representatives Miller, Bilirakis, Flores, Denham, Run- 
yan, Benishek, Huelskamp, Amodei, Coffman, Michaud, Takano, 
Brownley, Kirkpatrick, Ruiz, Negrete McLeod, Kuster, and Walz. 

OPENING STATEMENT OF CHAIRMAN MILLER 

The Chairman. The Committee will come to order. We are await- 
ing some of our witnesses that were caught up in traffic this morn- 
ing, and also in security outside of the building. They will be here 
momentarily. Before we begin our hearing this morning, I would 
like to recognize Mr. Takano to talk about the impact of recent 
events in California last night. Mr. Takano? 

Mr. Takano. Thank you, Mr. Chairman. My district, the 41st 
District, is based in Riverside County, and the largest city within 
my district is the City of Riverside. And I would like to offer a mo- 
ment of silence for Officer Michael Crain of the Riverside Police 
Department, who was shot and killed last Thursday by former 
LAPD Officer Christopher Dorner; and for the other, three other 
victims of Dorner’s violence. 

Prior to his service with the Riverside Police Department, Officer 
Crain served in the United States Marine Corps, and was deployed 
for two tours in Kuwait as a rifleman. He was awarded multiple 
honors for his bravery. So I would ask the Committee to take a mo- 
ment of silence to honor the memory of Officer Crain, and the three 
other victims, three others whose lives were needlessly taken, and 
their families. 

The Chairman. Without objection, the Committee will pause for 
a moment of silence. 

[Moment of silence] 

The Chairman. Thank you, Mr. Takano. Our thoughts and pray- 
ers are with you and your constituents, and their families. 

Mr. Takano. Thank you, Mr. Chairman. 

The Chairman. Thank you very much. Thank you, everybody, for 
joining us this morning for the first Full Committee hearing of the 
113th Congress, Honoring the Commitment: Overcoming Barriers 
to Quality Mental Health Care for Veterans. 

( 1 ) 
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It is only fitting that we would start with this hearing today, as 
we begin our oversight by addressing what I think is one of the 
most pressing and fundamental issues facing our servicemembers, 
veterans, and their families. That is, the ability to provide timely 
and effective mental health care to veterans who need it, when 
they need it. This issue is not a new one, but I think everybody 
will agree that it is a growing. 

In the last six years there has been a 39 percent increase in VA’s 
mental health care budget, and a 41 percent increase in VA’s men- 
tal health care staff. Unfortunately these significant increases have 
not resulted in equally significant performance and outcomes. Less 
than a year ago the VA Inspector General released a review of vet- 
erans mental health care access that painted a disturbing picture, 
showing that the majority of veterans who seek mental health care 
through VA wait 50 days on average for an evaluation. That figure 
amounts to thousands of veterans in need. Veterans who have rec- 
ognized that they need help, and who have taken the hard step of 
asking for that help, being told by the Federal bureaucracy tasked 
with caring for them that they must wait in line because VA can- 
not provide them with the timely access to the care that they need 
to begin their healing process. And it only gets worse. 

Earlier this month, VA released its 2012 Suicide Data Report. 
The report shows, among many alarming findings that the suicide 
rate among our veterans has remained steady for the past 12 
years, with 18 to 22 veteran deaths per day since 1999. As that re- 
port so clearly illustrates, when a veteran is in need of care, the 
difference of a day or a week or a month can be the difference be- 
tween life and death. 

This morning the department is going to testify that progress is 
being made to increase access to mental health care services and 
reduce veteran suicide. I think they are going to proclaim that they 
have hired just over 3,200 additional mental health care personnel. 
However, despite our request, VA has yet to provide evidence to 
verify its efforts. 

While I am and will remain supportive of the improvements that 
the department is attempting to make, it has become painfully 
clear to me that VA is focused more on its process and not on its 
outcomes. The true measure of success with respect to mental 
health care is not how many people have been hired, but how many 
people have been helped. 

Since 1999 their mental health care programs, their budget, and 
staff have increased exponentially and the number of veterans 
seeking care has grown. Yet the number of veterans tragically tak- 
ing their own lives is still the same. What is more, the Suicide 
Data Report that I mentioned earlier shows that the demographic 
characteristics of veterans who die by suicide is similar among 
those veterans who access VA care and those veterans who do not 
access VA care. Something somewhere is clearly missing. 

Now on our first panel this morning we will hear from represent- 
atives from our veterans service organizations, an established vet- 
erans mental health researcher, and a state commissioner of vet- 
erans affairs. Three of them are veterans themselves, and all of 
them will testify that the provisions of mental health care services 
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through VA is seriously challenged and that what is needed to fix 
is decidedly not more of the very same thing. 

Last night the President announced that a year from now 34,000 
of our servicemembers currently serving in Afghanistan are going 
to be back home. The one-size-fits-all path that the department is 
on, leaves our returning veterans with no assurance that current 
issues will abate and fails to recognize that adequately addressing 
the mental health needs of our veterans is a task that VA cannot 
handle by themselves. 

In order to be effective, VA must embrace an integrated care de- 
livery model that does not wait for veterans to come to them, but 
instead meets them where they are. VA must stand ready to treat 
our veterans where and how our veterans want to be treated, not 
just where and how VA wants to treat them. I can tell you this 
morning that our veterans are in towns and cities and communities 
all across this great land, and the care that they want is care that 
recognizes and respects their own unique circumstances, their pref- 
erences, and their hopes. I earnestly appreciate all of you being 
here today and I yield to our Ranking Member Mr. Michaud for his 
opening statement. 

[The prepared statement of Chairman Miller appears in the 
Appendix] 


OPENING STATEMENT OF HON. MICHAUD 

Mr. Michaud. Thank you very much, Mr. Chairman, for con- 
tinuing to keep the issue of access, quality, and timely mental 
health services provided to our veterans at the forefront of this 
Committee. And thank you to all of our witnesses today for coming 
and talking with us about the critical issues of veterans mental 
health access. I would also like to thank all of you in the audience 
who are here today for your continued support for our veterans 
population. 

We as a Nation have a responsibility, a sacred trust to care for 
those whom we send into harm’s way. When we send our citizens 
into battle around the world, we must be leading the charge here 
at home, within our government, to make them whole again upon 
their return by ensuring that adequate resources and proper pro- 
grams are in place to address their needs. 

Oversight of the VA’s mental health programs have been a focus 
of this Committee for some time now. Over the years we have held 
numerous hearings, increased funding, and passed legislation in an 
effort to address the challenges of our veterans from all eras. VA 
spent $6.2 billion on mental health programs in fiscal year 2012. 
I hope to see some positive progress that this funding has been ap- 
plied to the goals and outcomes for which it was intended and the 
programs are really working. We all know that mental health is a 
significant problem that the Nation is facing now, not only in the 
VA, but throughout our population. And the broader challenge is 
an opportunity for the VA to look outside of their walls to solve 
some of the challenges that they face rather than operate in a vac- 
uum as they sometimes have done in the past. 

One of the most pressing mental health problems we face is the 
issue of suicide and how to best prevent it. Fiscal year 2012 trag- 
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ically saw an increase in military suicides for the third time in four 
years. The number of suicides surpassed the number of combat 
deaths. Couple that with the number of suicides in the veteran 
population of 18 to 22 per day and the picture becomes even more 
alarming. 

I believe VA is heading in the right direction. I believe that they 
have made a true effort to get a true picture of the suicide issue 
that surrounds veterans. But I believe a lot more can and must be 
done. I will be interested to hear from our panelists about the na- 
tional mental health picture and helping this Committee put the 
veterans suicide rate in context, as well as what is happening na- 
tionally in treating mental illness. 

Today’s hearing will examine the progress VA has made in a va- 
riety of areas concerning mental health and providing timely access 
and quality care. I’m hopeful that this will be a good discussion on 
ways to provide the care, such as more partnering with the public 
and private sector, increasing the pool of providers, and other cre- 
ative ways to address mental health issues. 

And finally, I would be remiss if I did not acknowledge the dedi- 
cation of the VA employees for providing quality mental health 
care to our veterans everyday. The directors, nurses, doctors, hos- 
pital workers are a team. And I want to thank them for all what 
they are doing. But we have to do a lot more. As you heard the 
Chairman talk about the President’s speech last night, about our 
soldiers who are going to be coming back from Afghanistan. I do 
not know how many of those soldiers are going to be Guard and 
Reservists that will be going back to rural areas. Access and qual- 
ity and the timeliness of care that our veterans will need to ad- 
dress these mental health issues should be readily available. And 
we definitely do have to think outside the box to make sure that 
they do get the help that they need when they need it. 

So with that, Mr. Chairman, once again I want to thank you for 
your dedication, your commitment, and your willingness to keep 
this issue before the Full Committee so we can make sure that our 
veterans get the help when they need it. Thank you, and I yield 
back. 

[The prepared statement of Hon. Michaud appears in the 
Appendix] 

The Chairman. Thank you very much to the Ranking Member. 
If I could invite the first panel to the witness table. And as you are 
making your way forward, I would like to introduce the witnesses 
to the Members of the Committee. First, Dr. David Rudd, Dean of 
the College of Social and Behavioral Sciences, and Co-Founder and 
Scientific Director of the National Center for Veterans Studies at 
the University of Utah. We also have Dr. Linda Schwartz, Commis- 
sioner of the Connecticut Department of Veterans’ Affairs. Dr. 
Schwartz is a Vietnam Veteran having served on active duty as a 
Reservist for the United States Air Force. Dr. Schwartz, thank you 
for your service. They are joined by Joy Hem, the Deputy Director 
of Legislative Affairs for the Department of Disabled Veterans of 
America. Ralph Ibson, the National Policy Director for the Wound- 
ed Warrior Project. Ms. Hem and Mr. Ibson are both veterans of 
the United States Army. Thank you both for your service. 
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I want to again say thank you to all of our witnesses for agreeing 
to appear this morning. This Committee is uniquely interested in 
what is going on. I would say that there are numerous members 
that are doubled up right now in an Armed Services Committee 
hearing as well that deals with the continuing resolution and se- 
questration. So their absence here does not affect the fact that they 
are very interested in this issue and they will be coming in and out 
as the hearing progresses. So with that, Dr. Rudd, please proceed 
with your testimony, sir. 

STATEMENTS OF M. DAVID RUDD, PH.D. ABPP, DEAN, COL- 
LEGE OF SOCIAL AND BEHAVIORAL SCIENCES, CO-FOUND- 
ER AND SCIENTIFIC DIRECTOR, NATIONAL CENTER FOR 
VETERAN STUDIES, UNIVERSITY OF UTAH; LINDA 
SPOONSTER SCHWARTZ, RN, DR.PH, FAAN, COMMISSIONER 
OF VETERANS’ AFFAIRS, STATE OF CONNECTICUT; JOY J. 
ILEM, DEPUTY NATIONAL LEGISLATIVE DIRECTOR, DIS- 
ABLED AMERICAN VETERANS; AND RALPH IBSON, NA- 
TIONAL POLICY DIRECTOR, WOUNDED WARRIOR PROJECT 

STATEMENT OF M. DAVID RUDD 

Mr. Rudd. Mr. Chairman, Mr. Ranking Member, Members of the 
Committee, I want to thank you for the opportunity to speak with 
you here today. You have my written testimony. I’m not going to 
read that testimony other than just comment and emphasize a 
number of points that are embedded within the testimony. 

If we look at this problem over the course of the past decade, I 
think it is critical that we put it in context, that we understand it 
in context. And I think a starting point for understanding the tra- 
jectory of this problem over the course of the last ten to 11 years 
is to recognize that prior to Iraq and Afghanistan, service in the 
military was a protective variable to suicide. That the suicide rates 
for young men and women of comparable ages were about half that 
of the general population. So prior to these wars things were dif- 
ferent. Things have changed. There are many of us that would 
speculate about what that is. I would tell you it probably is related 
to pre-enlistment screening, how we handle screening. It’s probably 
related to issues of unit cohesion. That ten to 11 years of war im- 
pact and affect unit cohesion in very profound ways. I have talked 
with many soldiers and service people about that very issue. The 
influence of purpose that ten to 11 years of war affects your sense 
of purpose, and ultimately the sense of warrior identity that we 
find in soldiers today which is profound and I will talk with you 
a little bit more about later. 

As a starting point, also let me applaud the transparency and the 
thoroughness of the VA Suicide Data Report. Dr. Kemp is with us 
and I would tell you that the effort is genuinely historic. This is 
something that we should have done decades ago to fully under- 
stand, be able to track, and monitor the problem. We have to have 
a system in place to genuinely understand the problem. This is a 
first effort to genuinely understand the nature of the problem, have 
accurate data that can actually inform policy and inform decisions. 
I think it is simply an exceptional move on the part of the VA and 
I am very glad to see that. 
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Now when I say that, I think it is critical that we put these rates 
in context. When you look over the course of the last 12 years spe- 
cifically, that if we look at the death rates by suicide for veterans, 
if you look at those death rates of VHA service users, those rates 
are triple the rates for the general population. They are double for 
the male population. And although that comparison is a little bit 
clouded given the nature of the two populations, if you look at the 
age specific data for the VA, I think it is important to understand 
that the 18 to 34 year age group, that the rates are double that 
of comparable young males in the general population. That that 
risk endures. And I would suggest that in very specific ways that 
it is probably linked to active duty risk over the course of the last 
ten to 11 years. And it is a significant problem that we need to 
think about. Starting to conceptualize this as a continuum from ac- 
tive duty risk, to transition to veteran status and the endurance of 
that risk for the first decade to decade and a half of veteran status 
is an important thing for us to look at. 

As a result of the persistence of risk over the course of the last 
ten to 12 years, and the better the data we have, it seems more 
clear that the risk endures, I would very much agree with you, Mr. 
Chairman. It is time for us not to do the same thing. That more 
of the same simply is not working. That when these rates endure 
at the high levels that they are, that funding more of the same is 
not the route to go. 

A couple of other points I would like to make about the report. 
I think it is a significant move in terms of establishing, maintain- 
ing, and monitoring the crisis line. I find that a wonderful addition. 
I would encourage you, though, that we may not be reaching the 
right population. That the drop from 40 percent to 30 percent of 
the callers in terms of individuals that identify themselves as suici- 
dal may mean we are not reaching the right group. We have got 
to think about different ways of reaching those individuals. 

And finally, I want to share briefly with you a story that I think 
is probably symptomatic of the problem. I have included it in my 
testimony. I am not sure that this is a clinical problem. I think it 
is a management, I think it is a systemic problem in terms of how 
we handle individuals that are at risk. And I have included in my 
testimony the tragic suicide of Russell Shirley. I spoke with Rus- 
sell’s mother over the course of the last month. I have spoken with 
one of his dear friends. And I think Russell is probably typical of 
the problem, the tragic problem which will occur over the coming 
years. 

Russell was a son, a husband, a father. He was a soldier. He 
served his country proudly and bravely in Afghanistan. He sur- 
vived combat. He came home struggling with PTSD and Traumatic 
Brain Injury. With a marriage in crisis and escalating symptoms 
he turned to alcohol. He received a DUI. And after ten years of 
dedicated service he was discharged. And part of the rationale for 
the discharge was the increasing pressure to reduce the size of the 
force. I think we are going to see more and more of that over the 
coming years. After the loss of his family, the loss of his career, and 
the loss of his identify, Russell shot himself in front of his mother. 

Having spoken with Russell I would tell you, or having spoken 
with Russell’s mother, I would tell you that a part of the tragedy 
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is, we knew that Russell was at risk prior to his death. We recog- 
nized, identified him as an at risk soldier prior to his discharge. 
But yet there are not adequate transitional services in place that 
allow a clean connection from an individual to an individual. And 
I think those are the sorts of things that we need to start talking 
about, we need to start thinking about. How do we connect at risk 
soldiers, once we identify them and they are being discharged, par- 
ticularly if they are being discharged against their wishes, into the 
VA system? And how do we connect them with an individual and 
not just a system? How do we help them connect in a relationship 
that can potentially save a life? 

I have included a picture of Russell with his two children at the 
end of my testimony and the reason I’ve done that is, I think it is 
important for all of us, when I read the Suicide Data Report, the 
one thing that is missing in this Suicide Data Report are the 
names of the individuals, the names of the families, the names of 
the loved ones that are affected and impacted by these tragic 
deaths. And I think it is important for all of us to remember that. 

Thank you very much. 

[The prepared statement of M. David Rudd appears in the 
Appendix] 

The Chairman. Thank you. Dr. Schwartz? 

STATEMENT OF LINDA SPOONSTER SCHWARTZ 

Ms. Schwartz. Good morning, Mr. Chairman, and good morning. 
Congressman Michaud. I’m Linda Schwartz. I’m the Commissioner 
of Veterans’ Affairs for the State of Connecticut. As the Commis- 
sioner, I’ve been the Commissioner for ten years, I am serving my 
third governor, I am responsible for 277,000 veterans in our state. 
I have a 75-bed substance abuse treatment recovery program. I 
have a chronic disease hospital. I have the second largest domicile 
in America which has today 380 veterans in resident. I have three 
cemeteries and five district offices. 

I am here to kind of echo what was said by Dr. Rudd. Because 
let me just say this, when you talk about the suicide let us be clear. 
Let us be clear that no death index is going to have accurate infor- 
mation. In my experience, we were looking at suicides because it 
was a very important thing. Because I started, because I have 
three cemeteries, I look and see what are the causes of death? And 
many of these deaths are not declared suicide out of respect for the 
religions beliefs of the individual, for the family, or because no one 
wants to make that call. 

The reason it is so shocking is because it is secret. And many of 
the things that are going on with our Reserves and our Guard are 
not talked about openly. So I applaud the VA for at least making 
an attempt to quantify. 

But I also would like to move to the State of Connecticut, where 
for the past 25 years our Department of Mental Health and Addic- 
tion Services has been asking, “Have you ever served in the mili- 
tary?” They have been asking, “Are you a veteran?” 

Interestingly, we did not quantify this until the late nineties. I 
was a public health nurse at the time so I was checking off those 
boxes. We had 5,000 veterans on the rolls of our State Department 
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of Mental Health and Addiction Services. And even though we have 
had the opening of community-based outpatient clinics, and Vet 
Centers in the State of Connecticut, those numbers have not 
changed significantly. We still have about 5,000 veterans receiving 
their care from the state. I have referred to the reasons why, most 
of it, in my testimony. But the proximity, access to care is a lot 
more than being eligible for your VA benefits. It means that if your 
closest VA hospital is 65 miles away, and you are having a crisis, 
you want somebody in your community. You want somebody who 
is going to listen. Additionally, VA provides wonderful services, but 
you do not have access to your care provider 24/7 like somebody in 
private practice. 

My masters is in psychiatric nursing, so I have had the experi- 
ence of working with mental health patients. But I would just like 
to say that I am just going to skip, the President’s message night, 
that we are going to have all of these people coming down, he men- 
tioned a very important part. Some of these people joined, you have 
an all volunteer force who has joined. They intended to make this 
their career and now you have a draw down. And that is a loss of 
identity. As a disabled veteran, I had to leave military service and 
I had a long time finding a new identity. 

But I want to go quickly to what Connecticut is doing today be- 
cause I believe it addresses some of the issues that others will 
raise. In 2005 we set aside money in our budget and the Legisla- 
ture enacted legislation that we would set up a program for vet- 
erans, mostly at that time Guard and Reservist, who would not be 
covered by VA services. We trained medical professionals who were 
living in the community. We used a model that came out of 9/11 
that Connecticut was tasked with a lot of mental health needs, so 
doing some training with people that are already in practice, al- 
ready have their credentials, already have their professional re- 
quirements. We gave them 16 hours of what we called Military 
101. We have a 24/7 hotline. Anybody in the State of Connecticut, 
whether they are the military member, the spouse, the children, 
the parents, the significant other, are eligible for this program. If 
you call that number right now, and you say, “I live in Pawtucket, 
Connecticut and my husband is going sailing every morning with 
Captain Morgan. 'V^at should I do?” They will tell me who in my 
geographic area has gone through this training and is part of that 
network. And to part of that network the professional has to agree 
that they will contact that individual who makes that call, the cli- 
ent from the Military Support Program, they must contact them 
within 48 hours. 

This is open because many of the providers do not charge. How- 
ever, the State of Connecticut has authorized 15 sessions within a 
calendar year for all of these family members. I did cite in my testi- 
mony that in Maine they did a study where they found out that 
many military members are more likely to go to treatment with 
their family because it does reduce the stigma. The military mem- 
ber can say, “Fm doing this for my family.” And everybody will say, 
“That’s a really great thing you are doing.” And we hope, and we 
know, that they are also receiving their care and some help, too. 

I realize my time is almost out, but I want to say something very 
important to all of you. The states, each one of your states has 
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someone like me, a director, responsible to the governor and the 
people of your state to take care of your people. States collectively 
put $6 billion on the table every year to take care of veterans. The 
VA is a vast system which cannot really meet the demands of our, 
the way we are doing more with our Reservists and our Guards 
today. So the most important thing that we are looking for is a lit- 
tle help from the Federal benefits and grants. Too much emphasis 
is put on having people go for health care where you have eligi- 
bility requirements. We have to look to the veterans benefits side 
of this, for outreach, for training for those individuals who will be 
the service officers that develop these claims. And although the 
VHA has a very robust and very good grant system, you need to 
look at having the Veterans Benefits Administration also be able 
to provide grants to support this. Can you imagine, I give high 
marks to Secretary Shinseki and Hickey, because they have done 
a lot to electronically do the records. But when it gets down to the 
real, where the rubber meets the road, it’s the person who is taking 
the claims, it is the person that’s pressing the button. I have ten 
service officers. Some of them are Vietnam veterans and they still 
feel that if they have to touch the computer they will become elec- 
trocuted. So this is a knowledge gap that is very, very essential. 

I thank you so much, really, for giving me a little extra time. But 
if you don’t remember anything else I said today, VA cannot do this 
by themselves. You have many good people in each one of your 
states that wants to do a good job for your veterans, all veterans. 
It’s time to really look about formalizing the partnership between 
your states and the Federal VA. Thank you so much. 

[The prepared statement of Linda Spoonster Schwartz ap- 
pears IN THE Appendix] 

The Chairman. Thank you very much, doctor. We appreciate all 
of our states and our territories for doing what they do in partner- 
ship for our veterans. We appreciate your testimony. Next, Joy 
Hem from the DAV. You are recognized. Thank you. 

STATEMENT OF JOY J. ILEM 

Ms. Idem. Thank you. Chairman Miller, and Members of the 
Committee. I am pleased to present the DAVs views on access to 
VA mental health services. Like the Committee, DAV is committed 
to fulfilling our promises to the men and women who served. And 
one of those promises is to ensure that veterans receive an oppor- 
tunity to fully recover from physical and psychological wounds that 
occur as a consequence of their military service. 

Given the diligent oversight by this Committee and the signifi- 
cant level of new resources that have been authorized to address 
the existing deficits and to improve VA mental health services, the 
current question posed by the Committee chair is a valid one. Is 
VA’s complex system of mental health care and suicide prevention 
services improving the health and wellness of our heroes in need? 
Over the past five years, VA’s Office of Mental Health Services has 
made significant progress and placed special emphasis on suicide 
prevention efforts, launched an aggressive anti-stigma outreach 
and advertising campaign, increased peer to peer services, mental 
health consumer councils, and family and couples counseling and 



10 


therapy services. Yet despite the noted progress, in our opinion 
there are several core issues that are likely responsible for the con- 
tinued mental health access issues that are plaguing VA. 

These issues have been the topic of numerous congressional and 
government oversight reports and include problems with VA’s out- 
dated patient scheduling system, reliability of waiting time data, 
proper staffing levels, and a mental health staffing model that ac- 
counts for shifting trends and demand for specific types of services. 
Many of these issues were addressed at the May, 2012 hearing you 
held and VA noted work was underway on several fronts and spe- 
cifically that a prototype staffing model was being tested in three 
VA networks. Like the Committee, we are anxious to learn whether 
VA can deploy this prototype throughout its system, and whether 
it works well for mental health in particular. Likewise, we are 
eager to learn about the progress on the variety of other issues ad- 
dressed in the various reports. 

Mr. Chairman, another topic you asked that we address was ef- 
fectively partnering with non-VA resources to address gaps that 
create more patient-centered network of care focused on wellness 
based outcomes. In this regard you addressed a VA TRICARE 
outsourcing alliance to serve the mental health needs of some 
newer veterans that VA is admittedly struggling to meet today. We 
urge VA to work with the Committee to ensure that if mental 
health care is expanded using the existing TRICARE network or 
some other outside network, veterans receive direct assistance by 
VA in coordinating such services and that the care veterans receive 
will reflect the integrated and holistic nature of VA care. 

When a veteran acknowledges the need for mental health serv- 
ices and agrees to engage in treatment, it is important for VA to 
determine the kind of mental health services that are needed and 
whether the most appropriate care should come from a VA provider 
or a community-based source. This type of triage is absolutely crit- 
ical because high quality, effective mental health treatment is de- 
pendent on a consistent continuous care relationship developed be- 
tween the veteran and the provider. Once a trusting therapeutic re- 
lationship is established, that connection should not be disrupted 
if possible. 

Mr. Chairman, DAV previously testified that in our opinion our 
newer veterans can particularly benefit from VA’s expertise in 
treating coexisting PTSD, substance use disorders, traumatic brain 
injury, and other post-deployment transition issues. To that end, it 
is essential that VHA address and resolve the barriers that ob- 
struct consistent timely access to care at VA facilities nationwide. 
However, if a veteran is referred by VA to a community resource, 
we urge that care be coordinated by VA. A critical component of 
care coordination is health information sharing. The absence of ob- 
taining health information poses a barrier to implement good pa- 
tient care strategies, such a chronic disease management, preven- 
tion, and use of safe care protocols within VA. 

These are some of the principal flaws we see in VA’s current ap- 
proach in fee-basis and contract care. We believe the policy changes 
made by VA’s Office of Mental Health Services over the past dec- 
ade are positive and ultimately equate to better patient care and 
improved mental health outcomes. But significant challenges are 
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clearly evident and need continued attention. Unfortunately the 
root causes for these existing barriers in VA’s mental health deliv- 
ery system are complex, system based, and long standing, and can- 
not be resolved by any single reform. Therefore, we urge the Com- 
mittee’s continued oversight of VA’s progress in correcting not only 
the internal processes and resolving the existing barriers that pre- 
vent some veterans from receiving the timely services they need to 
fully readjust and integrate following military service. 

I just wanted to say I really think what Dr. Rudd said really is 
a poignant point. That we really need for veterans that are at risk, 
they need to be put together with an individual, a person, someone 
they connect to and not just a system. So with that, I am willing 
to answer any questions the Committee may have. Thank you. 

[The prepared statement of Joy J. Idem appears in the Ap- 
pendix] 

The Chairman. Thank you very much. I’d ask the panelists’ in- 
dulgence for just a moment while we recess the hearing and enter 
into a quick business meeting. And with that, I recognize Mr. 
Michaud for a motion. 

Mr. Michaud. Thank you very much, Mr. Chairman. I would like 
to offer a resolution adding Timothy J. Walz of Minnesota as a 
Democratic Member of the Subcommittee on Oversight and Inves- 
tigations. 

The Chairman. Thank you for that motion. Since we do now 
have a quorum, all in favor will say aye. 

Opposed, no. 

The motion carries. Welcome, Mr. Walz, to the O&I Sub- 
committee. And thank you, Mr. Michaud, for your motion. Our 
business meeting is now adjourned. And we will take up the hear- 
ing again. Mr. Ibson, you are recognized. 

STATEMENT OF RALPH IBSON 

Mr. Ibson. Thank you, Mr. Chairman. Chairman Miller, Ranking 
Member Michaud, Members of the Committee, let me also con- 
gratulate Mr. Walz, for Wounded Warrior Project and those we 
serve, the issues raised this morning, and the challenges it poses, 
are profound. We greatly appreciate your scheduling this hearing 
and greatly appreciate your powerful opening statements. 

My organization’s mission is to honor and empower those wound- 
ed since 9/11. And let me give you some context for the concerns 
we have. In a large survey of our wounded warriors last year, 69 
percent of respondents screened positive for PTSD, 69 percent. 
Sixty-two percent indicated they were currently experiencing symp- 
toms of major depression. More than two-thirds of those surveyed 
indicated that emotional problems had interfered with work or reg- 
ular activities during the previous four weeks. Some acknowledged 
getting help from VA therapists, but more than one in three re- 
ported difficulties in accessing effective mental health care. The 
feedback in essence was that VA is overwhelmed. 

I do want to acknowledge the hard work done by VA’s central of- 
fice mental health leadership, as well as the step VA took last year 
to increase mental health staffing. That step, though, is not a com- 
prehensive solution. There is no single silver bullet out there in our 
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view, because the system faces a range of different problems. One 
of the leading researchers in the field, Dr. Charles Hogue, has, I 
think captured the scope of VA’s challenge as follows. “Veterans re- 
main reluctant to seek care, with half of those in need not utilizing 
mental health services. Among veterans who begin PTSD treat- 
ment with psychotherapy or medication, a high percentage drop 
out. With only 50 percent of veterans seeking care, and a 40 per- 
cent recovery rate, current strategies will effectively reach no more 
than 20 percent of all veterans needing PTSD treatment.” 

So the issue is not simply improving access. One has to ask, for 
example, access to what? Mental health care also has to be effec- 
tive. At a minimum, that requires building a trusting relationship 
between provider and patient. And that trust can be quickly broken 
when a veteran, for example, who needs one on one therapy is sim- 
ply offered medication. Or when that same veteran is put into 
group therapy prematurely, or is only offered therapy that requires 
reliving the painful trauma of war when he or she is not ready for 
that level of intensity. 

Many of our warriors become frustrated and drop out of VA 
treatment. But many VA clinicians as well are also frustrated. 
Why? Because the VA system too often bars them from exercising 
their best clinical judgment. Instead, VA performance requirements 
dictate clinical practice. As one psychiatrist told me recently, “The 
number of required clinical reminders I get keeps growing. I have 
a patient who is homeless and whose wife has recently died. But 
I have to take time away from treatment to administer a depres- 
sion screening test, even though I know the individual is de- 
pressed.” Similarly, “I need to be able to spend enough time ad- 
dressing the veteran’s wife’s recent death rather than being re- 
quired to urge him to stop smoking.” 

Sadly, a clinician who bucks the performance requirements in 
the name of exercising good clinical judgment can incur financial 
repercussions as a result. As one described it, “The reality is that 
the VA is a top down organization that wants strict obedience.” 

At best, these performance requirements measure processes, as 
you indicated Mr. Chairman, rather than determining whether the 
patient is getting better. And as prior hearings have documented, 
these requirements are often circumvented or gamed. 

VA has acknowledged a need to improve mental health care de- 
liver. But what seems to be missing in some instances is trans- 
parency. We wonder, for example, why after conducting mental 
health site visits at 150 VA medical centers last year, VA has not 
provided this Committee a detailed report of those findings. Last 
year to its credit, VA conducted a survey of its mental health staff. 
Why have we not heard about the findings? 

Let us be clear. There are things that are working well in this 
system. The Vet Center program is one. Providing peer outreach 
and peer support, as VA has begun to do, and is called for in the 
President’s Executive Order, would be another one if it were 
launched in full and accomplished as intended. And again, let me 
emphasize that there are many well intentioned, highly dedicated 
mental health staff at VA centers and clinics who are committed 
to providing good treatment. 
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But more must be done, in our view, to close gaps in the VA sys- 
tem. Close gaps between its promise and its on the ground reality. 
Between policy and practice. Congressional oversight has been a 
critical catalyst in identifying the need for system improvement. 

I think there are also opportunities to break down what can be 
an adversarial relationship between a Committee and a depart- 
ment, for greater partnership, for greater dialogue. I think as you 
suggested in your opening statements, there are different direc- 
tions to be taken. There are opportunities, as Linda indicated, for 
greater partnerships between VA and states, and between VA and 
communities. These are all steps that ought to be pursued. Vigilant 
oversight, again, must continue. And we stand ready to support in 
that effort. I would be pleased to answer any questions you might 
have. Thank you. 

[The prepared statement of Ralph Ibson appears in the Ap- 
pendix] 

The Chairman. Thank you very much, Mr. Ibson. And thank you 
for what the Wounded Warrior Project does as well. We appreciate, 
again, the testimony of our panelists, and all of your complete writ- 
ten statements will be entered into the record without objection. I 
recognize myself for five minutes for questions. 

Dr. Rudd, I was struck by your comment that we need to connect 
veterans in need not just with the system, but with people within 
the system. I think everybody here has said something very similar 
to that. I think it is important for us from a clinical standpoint to 
understand the need to connect personally and the personal effi- 
cacy and the importance of choice within the mental health care 
field. So can you talk a little bit about why it is so critical to con- 
nect on the personal level? 

Mr. Rudd. Oh, absolutely. If you look at, let us take for example 
the recent active duty numbers for this past year. So if we look at 
this, if we look at the recent active duty numbers from this past 
year, half of those individuals who died by suicide either were in 
treatment or had received care of some sort, either inpatient or out- 
patient care. If you look at the VA numbers from the report, you 
will see that 80 percent of those individuals had had a nonfatal 
event. In other words, made a suicide attempt. Were in treatment 
four weeks prior to the event. 

What I would tell you that both of those numbers reveal is the 
nature of how they are connected to care. That the problem, if we 
took the active duty numbers and took those, half of those individ- 
uals that tragically died, they remained in care and were effectively 
treated, the problem would no longer exist. We would be back to 
numbers that we had seen prior to Iraq. Those rates would have 
dropped dramatically. And so it is the nature of those connections 
that really is the critical thing. 

If you look at the work that we do in terms of studying effective 
treatment for suicidality, so we have got two clinical trials cur- 
rently underway at Fort Carson in Colorado, it is the nature of the 
relationships that are established and maintained. Do we have 
mechanisms in place to maintain those relationships in an effective 
fashion? The question that I ask when I look at that Suicide Data 
Report data on, they had a contact a month prior, the question that 
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I ask is how long was it until the next appointment? So when they 
had that contact, was the next appointment scheduled six weeks 
out? Was that the problem? Or was the next appointment sched- 
uled a week out, and they did not keep the appointment? 

My concern is that from the individuals that we talk with that 
we treat, from the individuals that I know, the families, surviving 
family members of those that have died, oftentimes it is an issue 
of the system getting in the way of being able to keep an appoint- 
ment, get an appointment, or get to an appointment. That those in- 
dividuals that are connected need to be connected to people. They 
need to be connected to the same people. They need to be continued 
frequently in treatment. They do not need to receive care every six 
weeks. They are going to need more frequent care. It is those kinds 
of questions that I think we need to be asking, is how do we con- 
nect? How do we keep them there? Not necessarily are we getting 
them there. I think we are doing a good job of getting people there. 
I think the Army data, the military data reveals that. I think that 
the VA data reveals that. But ultimately the question is, how do 
we keep them engaged? How do we keep them involved? Have we 
made the system accessible so that they can, they can continue to 
be a part of the treatment cycle? That really is my core concern. 

The Chairman. Anybody got anything they would like to add to 
that? Doctor? 

Ms. Schwartz. I would. I would say it would be very interesting, 
and I did not read the report, it would be very interesting to see 
how many of these people were, had done multiple deployments 
and multiple tours. In my testimony, I wrote of a situation which 
I hope everyone will take a look at. The fact that people, veterans 
of the Guard and Reserve who have come to our state, who are al- 
ready rated service-connected at 70 percent or 80 percent for men- 
tal health issues have been told, and they do, sign a waiver to stop 
their disability checks, and then sign up for another deployment. 
I have had some very difficult times for these people who already 
are rated, which is not an easy thing to do, and yet they sign away 
their checks. Someone, and it is well known because there is al- 
ready a form for it. So they are deployed back to the combat zones, 
thinking that when they return they are going to get their dis- 
ability checks are just going to smooth, and they will have their 
disability rating. They do not realize what they jeopardize. Nor do 
the people at the National Guard and Reserve levels understand 
what this is all about. 

But when you take someone who has been deployed multiple 
times, and in our state it varies from services. I myself am an Air 
Force veteran, so many deployments by the Air Force are not a 
whole year long. But the issue is, they come home. They just get 
reacquainted with their family or the community, and then they 
are gone again. And there is really no time for a decompression 
kind of experience where they can learn to be back in the commu- 
nity again before they have to gear up. And I do feel that some of 
this is they never gear down. They are always, as if the adrenaline 
is as if they are in the combat zones. And many families are at a 
loss. They think they are going to welcome them home and they 
find that the individual is not, that is now where it is at for them. 
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So these multiple deployments, using people that already have 
disabilities to redeploy to the combat zones, that has to stop. It’s 
just incomprehensible to me. I mean, as a military member when 
I had to leave my squadron it was probably the saddest day of my 
life. That was me. I wanted to go back. And somebody did offer me 
a chance to go back, and I could have signed my life away and gone 
back. Gone back. But I knew that I couldn’t do the work. So you 
have a group of people right now who will do, some of them will 
do anything to get back. Because of the jobs, because of the feelings 
that this is a very important job that they are doing. So this is, this 
is not a VA thing. But we are left, all of us in the veteran commu- 
nity are left to deal with these situations. 

The Chairman. Thank you very much. Mr. Michaud? 

Mr. Michaud. Thank you, Mr. Chairman. Dr. Schwartz, first of 
all thank you for your continued service to our veterans and their 
families. I really appreciate it. You stated in your testimony that 
serving veterans is a shared responsibility with state and the Fed- 
eral government. And I agree with you, and I also believe that the 
community needs to be involved as well. 

Can you elaborate a little bit more on the barriers that you have 
encountered while seeking to partner with the Department of Vet- 
erans Affairs? As well as, have you sought out other Federal agen- 
cies? And if you had, how has that relationship been? 

Ms. Schwartz. I think the VA has been operating on the notion 
that they have to do it all. And with the new hostilities and the 
heavy use of our Guard and Reserves, the real true citizen soldiers. 
So they have developed programs which, their counterparts in the 
states, or did not even know about. There is very little dialogue 
about, for example, I will just give you, you know, they create a 
program where they are working with the homeless. Well I have 
380 homeless people. I have the most homeless people in the State 
of Connecticut. Second only in the Nation to California. But the 
issue is, the kind of dialogue we have, especially over some of the 
programs, the kind of dialogue, if they are going to start a new pro- 
gram to assist veterans, I do believe that VA has to at least talk 
to the state. If they are building a facility for assisted living in the 
State of Connecticut, and they really have not, the Commissioner 
and Mental Health and Addiction Services and I had no idea. It is 
being built on the premises of Newington VA. We had no idea that 
this was going on. However, it does affect that state. And I think 
that is one way. 

But the other thing, and let me be very clear, there are some 
really good models of how it works. For example, my substance 
abuse treatment program has 75 beds. The VA at Newington has 
a 21-day program. So all of my initial people in the program go to 
the 21-day program at Newin^on. They stay in a residential mode 
with us. And after they, because we think maybe you need a little 
more than 21 days, especially with some of our veterans, then they 
work with my clinical staff. And they can stay up to six months be- 
cause what we do is as we work with them on their sobriety, we 
also work with them in getting back into the community. I am very 
proud to say that yes, we have a lot of people. But last year over 
150 veterans left my facility with a job and a place to live. So some 
of them, and I would also say we have over 500 veterans of Iraq 
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and Afghanistan have gone to this program in my time. That is ten 
years. 

But the issue here is there is so much more that needs to be 
done besides calling or giving, you need to have that interaction. 
Perfect hand-off. I talked about the military support program. It, 
we have expanded that program in the State of Connecticut to all 
veterans and all veteran families because of our concern about sui- 
cide. So that if somebody can call even in the middle of the night 
and get a friendly voice, we also have veteran workers standing by 
as crisis intervention. And I am not, we are not the only state. 
Massachusetts and other states are doing wonderful work along 
these lines. But it is a beginning. It is not, just as was mentioned, 
you want somebody there that they can trust and talk to. The 
therapeutic alliance does not necessarily happen with the VA be- 
cause in the middle of the night you cannot call your VA clinician. 
You cannot talk to them. Families sometimes cannot even talk to 
them because of the HIPAA laws. So if any of our clinicians in the 
community find that this is a little over their head, they will make 
the referral to the appropriate place. And many of them are. Many 
of the veterans are referred to the VA. But at least, it is almost 
like a triage at the local level. And the hand-off that they get is 
a little personalized because it is not like you are calling an 800 
number. 

And I would also add that some of the suicides that we have 
seen, do not think it is just men. I think some of the saddest things 
for me is that women are killing themselves, too. Women with chil- 
dren. And that really brought it to the forefront in our state. So 
the VA has to, in my testimony I do say that Secretary Shinseki 
has acknowledged this. The problem is, the problem is, as was 
noted in other testimony, that has not, that mind set has not fil- 
tered down to the people at the administrative local levels. I have 
a wonderful relation with my homeless outreach people at the VA 
level because we touch people. We are not shuffling papers. I know, 
I had to learn how to do that, too. But the point is, the people that 
touch people are deeply, deeply ingrained in making it happen. So 
as a, we have a new challenge here. And we have to challenge the 
status quo and begin to create new models. Because we are not 
going backwards. This is the way America is going to do war in the 
future. And these are, the Guard and the Reserve are going to be 
your clients, my clients. 

Mr. Bilirakis. [Presiding] Thank you very much. And I will rec- 
ognize myself for five minutes. The first question is for Mr. Rudd. 
You mention in your testimony that in order to reduce wait times 
and increase access to mental health care, the VA may need to ex- 
plore partnerships with private community providers. What do you 
believe is the biggest obstacle preventing the VA from doing this? 

Mr. Rudd. You know, I am really not sure what the biggest ob- 
stacle is outside of the simple fact that it has not been done, that 
it is a non-traditional approach. That the way that we have done 
this, I think, over the years, particular since the start of these 
wars, is that we have made the VA larger. I think the evidence 
would suggest that the VA does not need to continue to get larger. 
That I was not overly encouraged when I read the response that 
they have hired 1,000 individuals and some of these numbers. I do 
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not see that as a solution. I think the solution is that we look at 
partnerships like TRICARE partnering, which is a wonderful part- 
ner approach. Primarily because those providers are already in 
those small communities. Those providers are available, accessible 
in those small communities. But what that means is shifting fund- 
ing, shifting money to a non-traditional model. And I think that is 
personally the way to go. I think that is how you connect people 
to people at a local level so that individuals do not have to travel 
great distances. 

Mr. Bilirakis. Very good. Anyone else wish to comment on this 
subject matter? 

Ms. Ilem. I would just comment, I think from DAV’s perspective 
we have a little bit of a different thought on that. We are definitely 
invested in wanting to make sure that the VA receives the proper 
funding and what they need to do their job. I mean, they are the 
primary source of government response to this issue, you know, to 
when veterans are coming home and need assistance. They are 
going to be there for the long term. And I think VA’s long term re- 
lationships with its patients are extremely important in providing 
really high quality care. And not to say that VA does not have to 
partner with the community, and in these cases we have certainly 
found, you know, there has just been continued issues with access. 
And but at the same time, I think we really want to see VA resolve 
some of the issues that we know have been identified by the GAO, 
by the Office of the Inspector General, and VA itself So what is 
the problem? Where is the logjam that they cannot overcome those 
obstacles within the system to be more efficient and spend the 
money which has been provided and authorized by this Committee, 
and by Congress, in significant amounts to really care for these 
people with the specialized treatment and services that they have, 
you know, really, they are second to none. And especially with 
these coexisting disorders. But they do, I think, need to look out- 
side the box given the issues that we’re, you know, they continue 
to experience with access. So but I would like to see VA really step 
up to the plate. I know that there are a lot of people that are trying 
hard. But you know, the time has come where it is just absolutely 
critical given all of these reports with, you know, the suicide and 
various issues we continue to hear about. 

Mr. Bilirakis. Thank you very much. Dr. Schwartz, in your tes- 
timony you make a valuable point that the Federal, State, and 
local initiatives should be coordinated. I agree with you, and I am 
a proponent of the one stop shop models. How do you believe that 
this integration can be best facilitated? 

Ms. Schwartz. I think there are models in the Federal govern- 
ment. And I know I did not respond to the question adequately. 
You know, with the public health, HHS gives grants. They have 
local level coordination across states of certain programs that are 
funded. I see that VA will always be, in reference to Joy Hem’s 
statement, VA will always be the crown jewel. But the needs of the 
veterans today are much different. 

For example, when I was in the military, and I am going to age 
myself, I was not allowed to be married. Then they allowed us to 
be married, and when you had a child, you had to leave the mili- 
tary. Now, almost 83 percent of the people on active duty have fam- 
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ilies, and 58 percent of the Guard and Reserve all of them, the fam- 
ily, especially with this generation, and was referred to the cama- 
raderie, the sense of camaraderie, the need to he with each other. 
But the family, the family unit is more important now than it is 
ever. And VA is not authorized, across the board, to help these 
families. So that is why other programs have evolved. 

So the most important thing with these models is I would say, 
I am not telling you to just be dropping money everywhere, but 
that we would have grants to do the outreach to connect people. VA 
has a large grant per diem program for state homes. I have one. 
There is quality assurance that is built into that program, that 
could be built into the mental health program. 

But you are not going — as long as we rely on the Guard and Re- 
serve, it is too long for someone to drive. And we did a survey of 
our veterans that they had to drive more than 30 minutes to a 
source for anything, it was too far. I would have to drive. It is 65 
miles from my home to the VA hospital. And if you had to take 
public transportation in the State of Connecticut, it would take you 
two days on public transportation. 

So accessibility is much more than eligibility. Accessibility is 
having someone, someone, a private clinician that, that is not the 
model of the VA, but that is a model that can be built using clini- 
cians. This worked very well for the State of Connecticut after 9/ 
11. I did not mention this, but we have had over 3,500 — since this 
program had, we have had over 3,500 clients, I would say a third 
of them have been referred to VA for care. But most of them are 
in treatment in the homes and the towns where they live, and the 
reimbursement if it’s not coming from the — any other third party 
reimbursement, the State of Connecticut pays these therapists. 

Many of them do, actually I have to say do this pro bono because 
they want to help. But this is an excellent example of how it can 
go to where it needs to be. Thank you. 

Mr. Brownley. Thank you very much. I yield back, Mr. Chair- 
man. 

Mr. Chairman. Thank you very much, Ms. Brownley. 

Ms. Brownley. Thank you, Mr. Chair, I appreciate this. I had 
a question actually for Dr. Rudd. And in your testimony you men- 
tioned, you mentioned about access to service, but also transition 
services for people transitioning out of the military. And I recently, 
when I was assigned to the Committee, I decided to visit all of the 
veteran facilities in my district. And I visited the transition center 
at Naval Base Ventura County. And I was actually very, very im- 
pressed by what they are doing there, and their focused attention, 
and program that is very comprehensive that goes on for a pretty 
long period of time to prepare them for this kind of transition. 

And so I am really wondering, you know, how we can capture 
these best practices when we see a good facility like this doing good 
work, how we can create new models and best practices to replicate 
better than we are doing throughout the country. 

Mr. Rudd. Well, I agree with you. I think there’s some very nice 
models out there. I think a part of the problem is that you can — 
you see one side or the other doing a nice effort, but not both si- 
multaneously. So if you look at the death of Russell Shirley as an 
example. He was, because of the DUI, he was referred for treat- 
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ment, substance abuse treatment on the active Army side, which 
when his discharge was processing, was discontinued, is a part of 
the — as a part of the discharge process. 

It is those little things that make the big difference. It is whether 
or not somebody actually gets into the service, gets connected with 
a provider in these critical moments. And so often times, those are 
non-clinical kinds of issues. Those are issues with commanders, 
those are issues with administrators, not with the clinical staff. 
And when I referenced, and I do not believe this is a clinical prob- 
lem, I really do not believe this a clinical problem, I believe it is 
how we shepherd people through the system, they are at high risk 
with non-clinical procedures. 

Ms. Brownley. Uh-huh. 

Mr. Rudd. I think it is how we end up connecting them and then 
maintaining them there that is the problem. So I think part of the 
difficulty in Russell Shirley’s death was the fact that the company 
commander disconnected him from treatment, did not connect him 
to transition services. Those are the kind of things that we need 
to find policies and implement, that can be maintained and mon- 
itored so we can effectively manage these people, as we move them 
through the system. I think more attention has to be focused there, 
not at the transition center. But how do you get somebody in the 
door? And then how do you monitor and make sure that they stay 
there, and they stay all the way through? And if they disengage, 
what are the procedures for re-engaging them if they disengage? 
Those are the kind of things that I think ultimately will save lives. 

Ms. Brownley. And are we doing anything vis-a-vis account- 
ability to look at these transition centers and others to see — identi- 
fying people who are in trouble after transition, and looking specifi- 
cally at the transition, the transitioning that they have or have not 
received. 

Mr. Rudd. Well, I think that we started the process. I mean, I 
think one of the tragedies of this, is that it has taken 10, 11 years 
of war, many deaths, and many tragic suicides for this to happen, 
that we are now putting systems in place to be able to look at this 
effectively. And I think the work that Dr. Kemp does genuinely is 
historic, but it should have happened decades ago. We should have 
had a system in place so we can monitor, manage and understand 
how many people are dying by suicide, and we can accurately the 
number of events. And we’re still only at 21 states that have accu- 
rate data with the two largest states without accurate data at this 
point. 

And so I think we are just building the system. That’s a wonder- 
ful contribution, but it really is just a foundation. So I think that 
when we get the foundation set, a part of what we have to layer 
in is some general patients with the idea that we do not have the 
infrastructure in place to do the very things you are asking. And 
I think that we need to ask that question repeatedly to get the in- 
frastructure in place. We have got some of that on the suicide 
front, but it has to happen in so many different layers. And that 
is very much a non-clinical problem. I mean that very much is a 
management problem. 

And that is where I think making the VA bigger creates bigger 
challenges, because the management of big systems is tough. And 
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so I think that is where we need to think a little bit creatively 
about how to do this. 

Ms. Brownley. Thank you, sir. 

The Chairman. Thank you. Dr. Benishek? 

Mr. Benishek. Thank you, Mr. Chairman. Dr. Schwartz, you 
said a couple of things earlier that sort of intrigued me. I want to 
ask you about them a little bit more. 

You said that, you know, there was a need for the private sector 
mental health care, because calling the VA, there is no access to 
people at the VA at night. 

Ms. Schwartz. Right. 

Mr. Benishek. So the Veteran Affairs Mental Health does not 
have any on-call person to take a call? 

Ms. Schwartz. Well, they do have an on-call person, but in the 
sense of mental health care, it is very essential that they find 
somebody that is responsive, not just somebody in the emergency 
room. 

Mr. Benishek. Right, right, right. 

Ms. Schwartz. And in large states, they may not even know this 
person. So the accessibility of trying to contact your mental health 
provider in the evening is not standard. We have had via the popu- 
lations of veterans that I have also use VA, trying to get ahold of 
the person that is their primary treater for mental health, we do 
not have access to the primary care provider. 

Mr. Benishek. But you are saying in the private sector 

Ms. Schwartz. We do. 

Mr. Benishek. — ^you do. 

Ms. Schwartz. I mean, I — just for example, I — my masters is in 
psychiatric nursing, and so a lot of clinical nurse specialists are in 
private practice, and they, when they are not available, any psy- 
chiatrist, they always have someone or psychologist, always have 
coverage. They — you have — you can call into your provider, get 
ahold of them if it is a crisis, and if they are on vacation, you will 
get somebody that they have told you will be covering for them. 

Mr. Benishek. Right, right, right. Well, yeah. 

Ms. Schwartz. So it is there. It is there. It is somebody that you 
can really talk to. 

Mr. Benishek. Well, I am just sort of amazed by the fact that 
the VA does not have that same sort of a system. And I’m dis- 
appointed to hear that frankly. 

Ms. Schwartz. It is a large, large system, and was very well de- 
scribed, the larger the system gets, there is another thing, and I 
bring this in my testimony, the soldiers of today expect their treat- 
ers to be competent, to understand them, to respect them, and they 
expect the same kind of care they would if they were going to a 
private provider. 

Which means, if I am having trouble right now, if I want to call 
my psychiatrist, I want to call the office. 

Mr. Benishek. Right. 

Ms. Schwartz. And I want to talk to them, or maybe I need to 
go somewhere. This is not available 

Mr. Benishek. Right. 
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Ms. Schwartz. — on an individual basis. The large system may 
respond, but if I have somebody in crisis, and I get somebody at 
the VA that does not know this patient 

Mr. Benishek. Right. 

Ms. Schwartz. — they’re not going to be as helpful as 

Mr. Benishek. Right, right. No, I completely understand. Mr. 
Ibson? 

Mr. Ibson. I think it — you know, I think the concept of partner- 
ship was discussed earlier, and I think we have to recognize that 
there is a national shortage of mental health providers. What I 
think — you know, what I think Linda had indicated earlier, and I 
hope VA is moving away from, is the sense that we own this issue 
alone. I think the opportunity is there for community and VA to 
work closely together. And I hope that is a direction we will see. 

Mr. Benishek. Right, right. Dr. Schwartz, you said one other 
thing, and that is, people waive their mental health disability to re- 
turn to deployment. 

Ms. Schwartz. Yes. 

Mr. Benishek. How often does that happen? 

Ms. Schwartz. In a very small state, but I know at least five 
cases of this happening, because what happens is when they come 
back, they expect those checks to just keep rolling, and then they 
come to me because I have service officers, and we have to tell 
them the sad truth that you just signed away — when you signed — 
when you said you are good to go, you signed — stopped your check, 
it says I am fit for duty. 

Mr. Benishek. Right, right, right. 

Ms. Schwartz. So if they are deployed, and they come back and 
they think they are going to get that, they have not been really — 
they were not well informed that they are signing away something 
that is very important. But at the same time, it is incomprehen- 
sible to me, I served 16 years in the United States Air Force, it is 
incomprehensible to me that they would ask someone who is al- 
ready compromised 

Mr. Benishek. Right, right. 

Ms. Schwartz. — to — at any rate, unless it was like somebody 
really, really unique, but these people are choosing to go back into 
the military because it is a job, and they feel as if they belong 
there. So you put that knowledge into the fact that we are going 
to have a drawn down of tens of thousands of people who feel that 
is where they belong. 

Mr. Benishek. Well, no, it just worries me that we are taking 
people that have, you know 

Ms. Schwartz. Yes, it worries me too. They can 

Mr. Benishek. — relating to mental illness to deployment are 
there 

Ms. Schwartz. — get themselves into a lot of trouble. 

Mr. Benishek. I do not even know that we should be allowing 
that to occur. 

Ms. Schwartz. I would hope that this Committee would really 
look at that, and work with people to stop that. 

Mr. Benishek. Thank you for your comments, a lot of time. 

The Chairman. Thank you. Doctor. Ms. Negrete McLeod? Mr. 
Runyan? Mr. Coffman? 
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Mr. Coffman. No questions. 

The Chairman. Mr. Michaud, have you got anymore questions? 
Okay. Thank you very much for being here. We do have some ad- 
ditional questions we would like to present to you for the record. 
Thank you so much for what you do. I look forward to a continued 
relationship with each of you on this very important issue and you 
are now excused. 

I’d like to invite our second panel to the witness table. Joining 
us from the Department is the Honorable Dr. Robert Petzel. Dr. 
Petzel, thank you for making your way through traffic and all 
kinds of security issues to be here. Dr. Petzel is the Under Sec- 
retary for Health for the Department of Veterans Affairs. He’s ac- 
companied today by Mary Schohn, Director of the Office of Mental 
Health Operations, Dr. Sonja Batten, Deputy Chief Consultant for 
Specialty Mental Health, and Dr. Janet Kemp, Director of Suicide 
Prevention and Community Engagement for the National Mental 
Health Program. We thank you all for joining us today, and Dr. 
Petzel, you are recognized to proceed with your testimony. 

STATEMENT OF HONORABLE DR. ROBERT A. PETZEL, M.D., 
UNDER SECRETARY FOR HEALTH, VETERANS HEALTH AD- 
MINISTRATION, U.S. DEPARTMENT OF VETERANS AFFAIRS, 
ACCOMPANIED BY: DR. MARY SCHOHN, DIRECTOR, OFFICE 
OF MENTAL HEALTH OPERATIONS, OFFICE OF PATIENT 
CARE SERVICES, VETERANS HEALTH ADMINISTRATION, U.S. 
DEPARTMENT OF VETERANS AFFAIRS; DR. SONJA BATTEN, 
DEPUTY CHIEF CONSULTANT FOR SPECIALTY MENTAL 
HEALTH, OFFICE OF PATIENT CARE SERVICES, VETERANS 
HEALTH ADMINISTRATION, U.S. DEPARTMENT OF VETERANS 
AFFAIRS; AND DR. JANET KEMP, DIRECTOR, SUICIDE PRE- 
VENTION AND COMMUNITY ENGAGEMENT, NATIONAL MEN- 
TAL HEALTH PROGRAM, OFFICE OF PATIENT CARE SERV- 
ICES, VETERANS HEALTH ADMINISTRATION, U.S. DEPART- 
MENT OF VETERANS AFFAIRS 

STATEMENT OF ROBERT A. PETZEL, M.D. 

Mr. Petzel. Good morning. Chairman Miller, Ranking Member 
Michaud, and the Committee Members. I appreciate the oppor- 
tunity to come here to discuss VA’s comprehensive mental health 
care and services for our Nation’s veterans. I am accompanied 
today as the Chairman indicated by Dr. Mary Schohn, Dr. Sonja 
Batten, and Dr. Janet Kemp. 

Since early 2009, VA has been transforming and expanding its 
mental health care delivery system. We have improved our services 
for veterans, but we know that there is much more work to be 
done. My written testimony has more detailed information, and I 
would submit that for the record. 

Mr. Chairman. Without objection. 

Mr. Petzel. This morning, I will summarize these remarks, and 
update you on our major accomplishments. As the President stated 
last night, we will keep faith with our veterans investing in world 
class care, including mental health care for our wounded warriors, 
supporting our military families, and giving our veterans the bene- 
fits, education, and job opportunities that they have earned. 



23 


We are progressively increasing veterans’ access to mental health 
care by working closely with our Federal partners to implement the 
President’s Executive Order, to improve access to mental health 
services for veterans, servicemembers and military families, as well 
as implementing the 2013 National Defense Authorization Act. 

We know these changes require investment. Last year VA an- 
nounced an ambitious goal to hire 1,600 new mental health care 
clinical providers, and 300 administrative support staff. As of Janu- 
ary 29, 2013, VA has hired 1,058 clinical providers, and 223 of the 
administrative staff. We are on track to meet the requirements of 
the Executive Order, and have these positions filled by June 30th 
of 2013. 

VA has many entry points for care, including 152 medical cen- 
ters, 821 community-based out-patient clinics, 300 vet centers, 70 
vet center vans, and the VA’s crisis line, to name but a few. 

We have also expanded access to care by leveraging technology. 
Telehealth, phone calls, secure messaging, online tools, mobile ap- 
plications, and outreach efforts, mental health integration into pri- 
mary care, community partnerships and academic affiliations. 

Out-patient visits have increased by over — to over 17 million in 
2012. The number of veterans receiving specialized mental health 
treatment rose to 1.3 million in 2012 from 927,000 to 2006. 

In part, this is because our primary care physicians proactively 
screen veterans for depression, PTSD, problem drinking, and mili- 
tary sexual trauma to help these veterans actually receive the 
treatment that they need. 

We are also refining how we measure access to ensure we accu- 
rately reflect the timeliness of the care we provide. VA is updating 
scheduling practices, strengthening its performance measures, and 
changing timeliness measures to best track new and existing pa- 
tient access times. 

We will continue to measure performance, and hold employees 
and leadership accountable to ensure that the resources are de- 
voted where they are needed for the benefit of America’s veterans. 

VA has been working with partners to address access and care 
delivery gaps. In response to the Executive Order, VA is collabo- 
rating with health and human services to establish 15 pilots using 
community-based health clinics and mental health clinics. 

VA is also partnering with DoD to advance a coordinated public 
health model to improve access, quality, and effectiveness of our 
mental health services through an integrated mental health strat- 
egy- 

VA is committed to ensuring the safety of our veterans, even one, 
even one veteran suicide is one too many. July 25th, 2012 marked 
five years since the establishment of the veteran crisis hotline. This 
offers 24/7 emergency assistance. Last year this crisis hotline re- 
ceived more than 193,000 calls resulting in over 6,400 rescues, peo- 
ple rescued from harming themselves or someone else. 

Earlier this month, VA released a suicide report, developed col- 
laboratively with the states. This report includes data on preva- 
lence and characteristics of suicide amongst veterans, including 
those veterans that are not treated within the VA. 

The report provides us with valuable information as we eluded 
to earlier, to identify populations that need targeted inventions. 
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such as women and Vietnam veterans. Moreover, it identifies op- 
portunities to train providers who care for veterans in non-mental 
health settings. 

The report makes clear that although there is more work to he 
done, we are making a difference. There is a decrease in suicide at- 
tempts hy veterans getting care within the VA, calls to the crisis 
hotline are becoming less acute, also demonstrating that the VA’s 
early intervention appears to he working. 

Mr. Chairman, we know our work to improve the delivery of 
mental health services to veterans will never be done, and there is 
much more, much more to do. We appreciate your support, and en- 
couragement in identifying and resolving challenges as we find new 
ways to care for this Nation’s veterans. 

My colleagues and I are prepared to respond to any questions 
you may have. 

[The prepared statement of Robert A. Petzel appears in the 
Appendix] 

The Chairman. Thank you very much. At the end, and I did not 
have a chance to run back to your statement, but — one of your last 
comments was that the number of calls coming in to the crisis line 
were decreasing. 

Mr. Petzel. No, actually, sir, not the number of calls were de- 
creasing, the intensity of the calls. The patients that are calling 
now are less acute than they were when we first entered, first de- 
veloped the crisis line indicating 

The Chairman. Well, and again, so you say that’s a success? 

Mr. Petzel. I’m saying that that’s an indication of the fact that 
we are having some impact. 

The Chairman. Could they be going somewhere else other than 
your crisis line? 

Mr. Petzel. We do not think so. The calls are, if anything, in- 
creasing. We are seeing the volume, we are not seeing the acuity. 

The Chairman. Because we had testimony from the Connecticut 
State Director about having 5,000 veterans on their rolls, could 
they be going to their mental health providers or somewhere else? 

Mr. Petzel. Let me ask Jan Kemp who runs that hotline to com- 
ment, Dr. Kemp. 

Ms. Kemp. Yeah, we looked extensively at the number of people 
who are calling the crisis line, and what they look like, and where 
they are coming from. Our volumes continue to increase. We think 
our messaging is out there, we are reaching people. We are making 
an increased number of referrals, so when those people call the cri- 
sis line, we are able to refer them primarily to VA mental health 
providers through their suicide prevention coordinators, but we do 
also have partnerships with other organizations for those veterans 
who do not want to go to the VA, such as Wounded Warriors, and 
given our — and Vets for Vets, so we have lots of options to give vet- 
erans referrals to, and we are proud of those. 

What is going down, however, is the number of rescues that we 
are having to call. So people hopefully, and we believe are calling 
earlier in their sort of crisis trajectory process, that we are able to 
get them help sooner before it comes to the point where they have 
already taken pills, or they are holding a gun to their head. 
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That was our intent. That was one of the reasons why we sort 
of changed our messaging campaign halfway through the stream. 
We changed the name of it. We want to get people sooner. We 
think we are doing that. 

Mr. Chairman. Dr. Petzel, you said in your opening statement 
and I agree with this, that “our ultimate desired outcome is a 
healthy veteran.” The problem is after you said that, the focus, I 
think of the majority of your testimony was processes, number of 
people hired, numbers, numbers, numbers, and I think the most 
important number is how many veterans are getting healthy or 
healthier or helped. 

And so I think this Committee would like to know how you quan- 
tify whether or not a veteran is getting better — it is easy to quan- 
tify the number of people hired, but how do you quantify whether 
a veteran is being helped or is getting healthy. 

Mr. Petzel. Well, Mr. Chairman, we would agree with you, that 
the important data is how have we helped veterans. And we men- 
tioned in the opening statement, and we will elaborate on that sev- 
eral instances. Number one is the crisis line data. No question 
about the fact that that indicates that there is some impact on vet- 
erans with mental health problems of the programs that we are in- 
volved in. 

Number two is the suicide data. The suicide data is going to be- 
come an important part of us evaluating how well we are doing. 
And there is an indication in that suicide data that indeed we are 
having an impact that people are being treated in the VA. 

The third thing is 

Mr. Chairman. And — there is a difference, though, and I apolo- 
gize, but being treated is one thing. How many of them are becom- 
ing healthy again? 

Mr. Petzel. Well, if the suicide rate is declining, if there are 
fewer suicide attempts, if there is a decreased need to rescue, that 
tells me that those people are getting better. 

Mr. Chairman. But not every person who has a mental health 
issue is — subject to a suicide attempt, or an actual suicide. They 
may continue with mental health and depression issues for a long 
time, so basing everything off of the crisis line, and the suicide 
numbers supposedly remaining stable — again, how do you quantify 
that a veteran suffering from depression or PTSD is getting better? 

Mr. Petzel. Let us take an example, Mr. Chairman, of PTSD. 
We can evaluate the symptoms in a patient when they initially 
present with PTSD, and they may go through cognitive behavior 
and therapy or another evidence based therapy. And subsequently 
they are evaluated for the presence of the symptoms related to 
PTSD. And we have good evidence in the literature that people 
that go through that program do indeed have less symptomatology 
associated with their PTSD, and are better adjusted to living in so- 
ciety. 

There are many instances of the treatment protocols that we 
have, where we can demonstrate the direct impact on those individ- 
uals that have been through that therapy. 

Mr. Chairman. Is there a disincentive for a veteran who has 
been rated for PTSD to show improvement? 
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Mr. Petzel. I do not believe that there is. I believe that people 
that are suffering from PTSD do want to have that PTSD treated, 
and do want to go through therapy, and do want to make a better 
adjustment to their living circumstances, no. 

Mr. Chairman. Okay. Thank you. Mr. Michaud. 

Mr. Michaud. Thank you, Mr. Chairman. Thank you. Under Sec- 
retary for being here today. 

Mr. Ibson mentioned in his testimony about central office doing 
a survey of clinicians as far as the best clinical judgment. Is that 
survey completed, and could you share with the Committee? And 
my other question is, you mentioned the President’s Executive 
Order, and that it is going to establish 15 pilot sites. We heard ear- 
lier testimony today that when you look at the huge influx of sol- 
diers that are going to be coming back, and 40 percent are in rural 
areas, how were the locations of those pilot sites determined, and 
did you take into consideration the problems we are facing in rural 
areas? 

Mr. Petzel. Thank you. Congressman Michaud. I am going to 
have to talk with Ralph Ibson atout the survey that he referred to. 
I am not quite sure which one he meant. I know that more than 
a year ago, what really touched off the eventual feeling that we 
had to hire additional mental health workers, was a survey of our 
mental health providers, as to whether or not there was adequate 
staffing. And they may be what he is referring to, but I will talk 
with him after we finish 

Mr. Michaud. Okay. 

Mr. Petzel. — with the hearing, and then we will then get back 
to you. 

In terms of the pilots, the — 15 sites were selected, they were se- 
lected based upon the desire of the local network, our hospital to 
participate, and a need is identified often by how rural the areas 
were. There is one urban center where we are doing this in At- 
lanta, to get a feeling for what that might be like, because there 
are many, many community mental health clinics in the Atlanta 
area. 

I want to mention just tangentially to the pilots, that we have 
been participating with community and mental health centers in 
certain parts of the country prior to the pilots. In Montana, there 
is a network of community mental health centers that are pro- 
viding care to veterans in that phenomenally remote state where 
we are not able to provide mental health providers in each one of 
the communities. 

We think that this is a — this is going to be a viable alternative 
in the future to us cooperating in the community with providing 
care in these again remote rural areas. 

Mr. Michaud. Okay. On the suicides, I understand the VA now 
has a memorandum of understanding with all 50 states to report 
the suicide data. We heard earlier this morning that the two larg- 
est states, I think it is Texas and California have not submitted 
that information. Are there any other states that have not sub- 
mitted that information? 

Because my concern is when you look at the increase in suicide 
rates, it went from 18 to 22 , and that is — to me that is the low 
number, because there is a lot more suicides, I believe out there 
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that are not being reported. So are there any other states out there 
that have not reported? 

Mr. Petzel. I would ask Dr. Kemp who runs the suicide program 
to comment on that. I do not know the answer. 

Ms. Kemp. We now have agreements with all states that they 
will. We have gotten data from both Texas and California since the 
report came out. There is a couple of states that we are still work- 
ing with over privacy issues and how we are going to share the 
data, and I am confident that we will get those soon. 

Mr. Michaud. Thank you. Earlier today we also heard, I think 
it was actually Mr. Ibson I believe, talked about the clinicians 
within the VA, that they have to meet certain performance require- 
ments set out by central office. 

Last year, I think it was last year, we also heard from the former 
VA employee who worked in the facility, I believe it was New 
Hampshire, pretty much said the same thing, that they have a cer- 
tain performance criteria they have to deal with, that they do not 
feel that they can provide the services to our veterans the way they 
should be providing it, because it is trying to just get them through 
the system, and that is a concern that I have. Can you talk about 
other performance requirements for the clinicians? 

Mr. Michaud. Thank you. Congressman Michaud. Yes, there are, 
and there is attention and a balance between having the time 
available and the need to provide direct clinical care, and on the 
other hand, the need to document what has been done. And the 
need to provide information in terms of performance measures, 
sometimes for us to be able to answer the Chairman’s question 
about are we having an impact on patients. And often times, the 
performance measures, particularly outside of mental health in the 
medical health system are a very important part of our being able 
to say yes, we have had an impact. We have helped this patient 
to avoid cardiac disease or whatever. 

So it is important to have performance measures, and I think it 
is incumbent on us as the leaders to make sure that there is the 
proper balance between time available to do clinical care, and the 
necessity of meeting performance measures. 

And just an example, one of them would be, a reminder will pop 
up, you need to immunize this patient for influenza, and that is a 
reminder that has got to be satisfied, and there are a number of 
other kinds of reminders that need to be satisfied to do those 
things. 

Mr. Michaud. Would you provide the Committee with those per- 
formance standards that they have to meet? 

Mr. Petzel. Yes, we can. It is a — okay, we can. Yes, sir. 

Mr. Michaud. I take it by your delay, that it is probably a 
lengthy 

Mr. Petzel. Congressman, it is not so much it is lengthy, it var- 
ies from the kind of clinical setting that one is in, but we can do 
this, yes. 

The Chairman. How does reminding a provider that somebody 
needs an immunization help them get better mentally? I mean that 
is what we are focused on at this point, providing mental health 
to the veteran. Clinically, I guess I understand if he or she needs 
a flu shot, but that is not what they are there for. 
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Mr. Petzel. I’m sorry, Mr. Chairman. I was trying to give an ex- 
ample to the Congressman of the things that we hear clinicians 
complaining about in terms of performance measures and clinical 
reminders. There are clinical reminders that are related to mental 
health, such as 

Mr. Chairman. No, I understand that. Just a question. I apolo- 
gize. Mr. Runyan. 

Mr. Runyan. Thank you. Chairman. Some of my questions I am 
not even sure you can answer, because as Chairman Miller said, 
there is not a lot of data on what is happening day-to-day. My one 
question. Dr. Petzel, I do have, there seems a lot of things we do 
specifically in the mental health field, especially in the VA, and I 
think nationally, too, because I do not know if we are there yet as 
a medical field. 

The balance of being reactive to being proactive a lot of times is 
way out of balance. And have you had any movement on trying to 
figure out how we can get in? Obviously, a lot of the PTSD that 
a lot of our veterans have is triggered at some point. It is there, 
maybe we could have proactively got in front of that. Is there any- 
thing you’ve been discussing or have on the horizon that we can 
say that we are going to move in that direction, so we do not have 
to wait till the last minute, till there is a crisis? 

Mr. Petzel. That is an excellent question. Congressman Runyan, 
and I want to harken back to what Dr. Rudd said in terms of tran- 
sition. 

Identifying — all the patients that we see come out of the Depart- 
ment of Defense, they are soldiers, sailors. Air Force members, air- 
men, Marines, and we need the opportunity to interact with these 
people before they leave the service. The new mandated transition 
assistance program I think is going to give us that opportunity to 
both present and interview the individuals before they leave the 
service to identify those people who are at risk, who might have a 
previous problem, who might have a problem in transition, so that 
we can do, what was referred to earlier as a hot transfer. A warm 
transfer between the Department of Defense, the Army, whatever 
it might be, and our VA health care system, so that these people 
do not fall through the cracks, so that we do get them into our sys- 
tem. 

We can do, we can do a very good job, once we can get people 
into the system, and I think a major issue is providing for the right 
kind of transition. And that involves our being able to get at these 
individuals in this mandated transition assistance program. 

The second thing that I would like to talk about in relationship 
to your question is another issue that came up, and that is estab- 
lishing the kind of relationship with a patient, so that they will tell 
you their story. 

I mean, there are certain — in our age population, 50 and over, 
particularly, there are certain things that are associated with sui- 
cide, antecedent so to speak. Substance misuse, pain, depression, 
maybe PTSD, life stressors, we need to have a relationship with 
that patient such that they will tell us about those. They will tell 
us their story if you will, as opposed to the usual, is anything both- 
ering you; no, nothing is bothering me. I think you have heard the 
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interactions many, many times where it tends to be superficial and 
you don’t really get the story. 

So getting at patients early through transition, and developing 
the relationships where they will tell us where there are things 
that may be antecedents to suicide that are bothering them, that 
we can act on again before there is a crisis. 

Mr. Runyan. Well, I think, and this is more of a statement than 
anything else. I think the bigger question is, it is human nature 
to be secluded and not do that. But how statistically can we deal 
with DoD data, kind of figure out people that are in the same unit, 
or that have been exposed to things like that, how can we 
proactively prod them, if you will, do you know, give us that infor- 
mation? 

Mr. Petzel. Well, certainly if we have access to the medical 
record with this integrated health record that is being developed, 
we will be able to see those people that have had difficulty meeting 
their mortgages, that have a difficulty with substance misuse, that 
have had behavioral problems, et cetera. Those things are all trig- 
gers that would indicate to us this person needs to be evaluated, 
this person needs to be looked at closely. 

It is getting the information, and the contact with the individual 
before they have the difficulty as you have pointed out is the prob- 
lem. 

Mr. Runyan. Thank you. Chairman. I yield back. 

Mr. Chairman. Dr. Petzel, you may not be able to answer this 
today, but going back to testimony that was received two years ago, 
about a study published in the Journal of Traumatic Stress on the 
treatment utilization rates of veterans of Iraq and Afghanistan 
which found that less than ten percent of those newly diagnosed 
with PTSD received the recommended number and intensity of VA 
evidence based treatment sessions within the first year of their di- 
agnosis. 

Can you comment on that? Has that gotten better? 

Mr. Petzel. I think you are right, Mr. Chairman. We are going 
to have to get back to the Committee. I am not familiar with the 
study, and I am not able to cite any specific evidence if that situa- 
tion is different than what is in the study. So if we could, we would 
appreciate the opportunity to come back to you. 

Mr. Chairman. It was Dr. Karen Seal who testified, in mid-June 
of 2011, but we will get you the information. I would like to meas- 
ure this year against last year. 

Mr. Petzel. I would also. Thank you. 

Mr. Chairman. Okay. Yes, sir. Ms. Brownley. 

Ms. Brownley. Thank you, Mr. Chair. Before I ask a question, 
I would like to ask you, I mentioned earlier that I recently visited 
some VA facilities or most of the VA facilities in my district, the 
Oxnard, CBOC, the Ventura Vet Center, and West Los Angeles 
Medical Center, which serves both Ventura vets as well as Los An- 
geles County vets. And as you know, it is the VA, the West LA 
Medical Center is the largest medical center in the country. 

And I would just like to ask consent to include some written 
questions into the record for — as a result, I have questions from 
those visits that I had in Ventura County, as well as the West LA 
Medical Center, if I could submit those to the record on behalf of 
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myself and Congressman Waxman, who also represents specifically 
the West LA Medical Center? 

Mr. Chairman. Without objection, and let the record show it is 
at the request of all Members of this Committee. 

Ms. Brownley. Thank you, Mr. Chair. And I just wanted to go 
back to, I think, you know, listening to the testimony of the first 
panel, I think my sort of biggest take away from that testimony is 
looking at our models of delivery, noting that personalization, trust, 
are essential components. Some of the testimony talked about look- 
ing, comparing our delivery of vet services to private practice, 
meaning having contact with one individual, with one therapist 
who you can call, you know, 24/7 if needed. 

And so — and I know that they are — and your testimony that you 
talked about a lot of different programs which I believe are bene- 
ficial and are improving services, but it still is a concern to me if 
the personalization and trust is still built in to all of those pro- 
grams. If you have to move from one program to the next program 
to the next program, I mean, that is one thing when you are having 
heart trouble, and you are going to get an X-ray and moving from 
one situation to the next. But for mental health care services, vets 
I believe, are different. 

So in the spirit, I guess, of — in any operation, in the spirit of sort 
of continuous improvement, are we looking down the road to sort 
of other models of delivery that would improve and enhance and 
bring our delivery of services perhaps closer to a private practice 
model? 

Mr. Petzel. The answer short is yes. Congresswoman Brownley. 
But I mean, in a moment, I am going to ask the other witnesses 
to comment on the remarks that Dr. Schwartz made, which are not 
the case. I cannot speak specifically what is going on in Con- 
necticut, but our providers give their cell phone numbers, develop 
safety plans, et cetera to individual patients, and they are available 
24/7, in addition to the emergency room services that we have 
available in all of our medical centers, and some of our larger clin- 
ics. That is just the way the system works. 

But as I said earlier, this developing of a relationship and such 
that people will talk to you about what is going on, I think is a 
very important fundamental part. And we have a newly organized 
task force that Dr. Kemp is chairing, that is going to look at how 
we can develop a different paradigm, if you will, for the way we 
deliver care to people that have chronic pain, sleep disorders, de- 
pression, et cetera. The thing that have the greatest impact on sui- 
cide. 

The other care model that is growing rapidly in our system is the 
embedding of mental health providers into the primary care clinic, 
or the PACT team. We now have, I believe 593 places where that 
is actually happening, both in our medical centers, in our primary 
care clinics. 

And there you would have a nurse practitioner in mental health, 
perhaps a psychologist, or a psychiatric social worker who works 
with that primary care team, and has a relationship back to the 
primary mental health group, a psychiatrist, et cetera. And that in- 
dividual is able to manage the mental health issues in that panel 
of primary care patients. Therefore, that individual with mental 
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health difficulties does not have to leave that clinic. All those serv- 
ices are available in that same arena. 

I think that is going to become a rapidly developing phenomena. 
The VA is a pioneer in that, but I think this is something you are 
going to see in other integrated delivery systems in the private sec- 
tor. 

And then the last thing is telemental health, which is growing 
very rapidly, and is the way that we are reaching, one of the ways 
that we are reaching into the rural parts of this country to provide 
the specialized mental health services. 

Ms. Brownley. And following up, there was also a comment 
about — part of the testimony saying that the larger the VA be- 
comes, there is the possibility, I guess I should say of the quality 
and effectiveness of programs going down. And the notion of com- 
bining — partnering VA services with state services and I think 
community services to, again, I think to attract the right models 
of personalization and consistency and effectiveness, so. 

And what you were just suggesting and looking ahead to, are you 
also looking at greater community partnerships for our veterans? 

Mr. Petzel. Yes, we are. Congressman. That is what the 15 pi- 
lots are all about. That is what the network that we already have 
established in Montana is all about. And I think that there is going 
to be fruitful work to be done, particularly with the community 
mental health systems, which is another federally funded system 
around the country. 

You know, the difficulty in the private sector is, they have got 
the same problems with shortages as everybody else does. When 
you look at a map of this country, there are 33 states where more 
than 25 percent of the population is under served in terms of men- 
tal health, going all the way down the inter-mountain country, 
there are 18 states in that area that have a shortage of mental 
health providers. There is not a lot out there for us to contact with- 
in these community mental health clinics, are one of the resources 
that we know, you know, is there. And we intend to exploit that. 

Ms. Brownley. And what about pipeline issues? I read, I think, 
in your testimony or in another report that for example, psychia- 
trists, there is a shortage of psychiatrists, and I hear your concern 
about the limited amount of talent that is out there, that we need 
to secure. And so are we looking towards that sort of pipeline issue 
to make sure that we do, that we do indeed — am I over my time, 
Mr. Chair? 

The Chairman. Yes. There is a clock right in front of you. 

Ms. Brownley. Oh, I was looking at my clock here, and it says 
three minutes. I apologize. 

The Chairman. Yes, the little red light, the little red light, three 
minutes means you are three minutes over time. 

Ms. Brownley. Oh, I apologize. 

Mr. Petzel. May I take a moment, Mr. Chairman, to respond? 

Mr. Chairman. Please. 

Mr. Petzel. In terms of the pipeline, very important question. 
VA is the largest health — trainer of health care professionals in the 
country. We devote 6,400 trainee physicians a year to mental 
health programs. 1,900 psychology training positions, mostly in- 
ternships, the finishing year for a psychologist, 3,400 psychiatry 
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residency physicians, again the largest trainer of psychiatrists in 
the country; and then 1,100 psychiatric social worker positions. 

We added last year 220 positions to that, all of them in these 
new concept team care organizations, training physicians in the 
PACT mental health embedded program, et cetera. 

So we are a big trainer. Seventy percent of the people we re- 
cruited in psychiatry and psychology trained within the VA. It is 
a very important recruitment tool for us. But I think the Com- 
mittee must recognize the fact there is a shortage of psychiatrists 
in this country. There are not enough training positions for psy- 
chiatric residencies. 

The Chairman. Thank you very much. Mr. Coffman? 

Mr. Coffman. Thank you, Mr. Chairman. Dr. Petzel, in your tes- 
timony you state that as of March 2012, the VA was said to have 
18,587 mental health providers, and by using an approved account- 
ing methodology, the VA currently has 19,743, but on April 19th, 
2012, the VA indicated it was adding 1,900 staff, “to an existing 
workforce of 20,590.” Now, I’m not a mathematician, but the num- 
bers show that VA is losing mental health professionals. So in what 
kind of fuzzy math is your current level of 19,743 a “net increase” 
over the past level of 20,590? 

Mr. Petzel. Well, Congressman Coffman, it is not fuzzy math. 
We had a process for assessing how many people we had on board 
in March that I would describe as incomplete. We took one data- 
base, and applied it across the country, and came up with a num- 
ber that approximated 20,500 if I remember correctly. 

Over the summer, we have refined the way we count our on 
board strength, and what we have discovered is that there were 
people not doing clinical work, that were included in that 20,500. 
They were hired to do clinical work and research, and we were 
counting them a hundred percent clinical. They were hired to do 
clinical work and education, and we were counting them as a hun- 
dred percent clinical work. 

When we went back and used two separate databases and re- 
fined these educational and research components and administra- 
tive components out of that, we came back with an on board 
strength in March of 18,587. Using that same methodology in No- 
vember, we came on — we came to an on board strength of 19,743. 
Thus, an increase of 1,156. Very clear, it is not fuzzy, it is not play- 
ing with the numbers, that is the fact. 

Mr. Coffman. I think that — it is odd that you — that VA would 
not know exactly how many people when asked are providing work 
to help our veterans. And so the — Dr. Petzel, has VA done anything 
to find out what your own mental health providers are saying 
about the work being done? 

Mr. Petzel. Yes. That is an excellent question. When we, this 
spring have got implemented our performance criteria for timeli- 
ness, the intention is to go out and do three things. One, look at 
the measures. Two, survey veterans as to whether or not they 
were — had timely access as well as other satisfaction related ques- 
tions. And three, to survey the staff. Are they able to provide time- 
ly access for their patients, are they adequately staffed, do they 
have enough people to do the work that they are being required. 
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So, yes, we are going to do it. And we will be doing that on a 
regular basis. That is part of evaluating whether or not we are ac- 
complishing what we said we would accomplish in terms of access. 

Mr. Coffman. Great. Could you please provide a copy of the un- 
adulterated results to the Committee by the end of the day? 

Mr. Petzel. Well, this is something we are going to be doing this 
spring. Congressman. 

Mr. Coffman. But there was a recent survey done, was there 
not? Could you provide to the Committee any recent surveys done 
in the last 12 month period on your providers, in terms of what we 
just talked about? 

Mr. Petzel. Yes, we will. 

Mr. Coffman. Thank you very much. Mr. Chairman, I yield 
back. 

The Chairman. Thank you very much. Mr. Michaud, anymore 
questions? 

Dr. Petzel, thank you and the folks that have joined you for what 
you do. We all want to work together to resolve this issue. My last 
question I guess to you is, what recommendations do you have for 
this Committee that we can do to aid you in your quest to provide 
quality and timely mental health services to our veterans? 

Mr. Petzel. That is an excellent question, thank you. One is fa- 
cilitating our interactions with the community health centers. I 
cannot be specific, but I think that is an important part of the fu- 
ture. 

Two, is helping us work with the private sector, provide a com- 
munity where it is available to provide services in areas where we 
are not able to do that. 

And then three, I would add as I mentioned earlier, I do not 
know how this Committee can influence it, but there is a real 
shortage of psychiatrists in this country, and mental health train- 
ing positions. And whatever can be done to help improve that, I 
think would benefit the veteran community. 

The Chairman. I do find it quite interesting that you have men- 
tioned the shortage of providers several times in your testimony, 
yet you are almost exceeding your goals for hiring. What do you do 
that the private sector cannot do that helps you fill those slots so 
quickly? 

Mr. Petzel. Thank you, that is also a very good question. Num- 
ber one, our salaries are very competitive for nurses, for psycholo- 
gists, and for social workers. Number two, is a good place to have 
a career. It is a large organization, and can work in many different 
parts of the country, and you do many different kinds of jobs. 

We do have, however, difficulty in the psychiatry. I mean, I do 
not want to brush over that. Of all of the professionals in mental 
health, the most difficult problem we are having is recruiting psy- 
chiatrists, and we have barely been able to recruit half of the new 
ones that we said we wanted to do, and that it is in spite of raising 
the salary quite substantially, providing incentives for recruitment 
bonuses, et cetera. 

The Chairman. Okay. Thank you very much. I would ask unani- 
mous consent that all Members would have five legislative days to 
revise and extend their remarks, or add any extraneous material 
for the record. Without objection, so ordered. 
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Thank you everybody for being here today. Thank you to both 
panels. This hearing is adjourned. 

[Whereupon, at 12:02 p.m., the Committee was adjourned.] 



APPENDIX 


Prepared Statement of Hon. Jeff Miller, Chairman 

The Committee will come to order. 

Good morning, and welcome to today’s Full Committee hearing, “Honoring The 
Commitment: Overcoming Barriers To Quality Mental Health Care for veterans.” 

Today’s hearing is our first Full Committee hearing of the 113th Congress and 
it is only fitting that we begin our oversight by addressing one of the most pressing 
and fundamental issues facing our servicemembers, veterans, and their families — 
our ability to provide timely and effective mental health care to veterans in need. 

This issue is not a new one, but it is a growing one. 

In the last six years, there has been a thirty-nine percent increase in VA’s mental 
health care budget and a forty-one percent increase in VA’s mental health care 
staff. 

Unfortunately, those significant increases have not resulted in equally significant 
performance and outcomes. 

Less than a year ago, the VA Inspector General released a review of veterans 
mental health care access that painted a disturbing picture, showing that the major- 
ity of veterans who seek mental health care through VA wait fifty days, on average, 
for an evaluation. 

That figure amounts to thousands of veterans in need — veterans who have recog- 
nized they need help and who have taken the hard step of asking for it — being told 
by the Federal bureaucracy tasked with caring for them that they have to wait in 
line because VA cannot provide them with the timely access to care they need to 
begin healing. 

And it gets worse. 

Earlier this month, VA released its 2012 Suicide Data Report. 

That report shows, among many alarming findings, that the suicide rate among 
our veterans has remained steady for the past twelve years, with eighteen to twen- 
ty-two veteran suicide deaths per day since 1999. 

As that report so clearly illustrates, when a veteran is in need of care, the dif- 
ference of a day or a week or a month can be the difference between life and death. 

This morning, the department is going to testify that progress is being made to 
increase access to mental health care services and reduce veteran suicide. 

They will proclaim that they have hired just over thirty-two hundred additional 
mental health care personnel. 

However, despite our requests, VA has not provided evidence to verify its efforts. 

And while I am and will remain supportive of the improvements the department 
is attempting to undertake internally, it has become painfully clear to me that VA 
is focused more on its process and not its outcomes. 

The true measure of success with respect to mental health care is not how many 
people are hired, it is how many people are helped. 

Since 1999, VA’s mental health care programs, budget, and staff have increased 
exponentially and the number of veterans seeking care has grown, yet the number 
of veterans tragically taking their own lives has remained the same. 

What’s more, the Suicide Data Report I mentioned earlier, shows that the demo- 
graphic characteristics of veterans who die by suicide is similar among those vet- 
erans who access VA and those veterans who don’t. 

Something is clearly missing. 

On our first panel this morning we will hear from representatives from our vet- 
erans service organizations, an established veterans mental health researcher, and 
a state commissioner of veterans affairs. 

Three of them are veterans themselves, and all of them will testify that the provi- 
sion of mental health care services through VA is seriously challenged and that 
what is needed to fix it is decidedly not more of the same. 

Last night, the President announced that a year from now thirty four thousand 
of our servicemembers currently serving in Afghanistan will be home. 

( 35 ) 
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The one size fits all path the department is on leaves our returning veterans with 
no assurance that current issues will abate and fails to recognize that adequately 
addressing the mental health needs of our veterans is a task that VA cannot handle 
alone. 

In order to be effective, VA must embrace an integrated care delivery model that 
does not wait for veterans to come to them, but instead meets them where they are. 

VA must stand ready to treat our veterans where and how our veterans want, 
not just where and how VA wants. 

I can tell you this morning that our veterans are in towns and cities and commu- 
nities all across this country, and the care they want is care that recognizes and 
respects their own unique circumstances, preferences, and hopes. 

Thank you all for being here today. 


Prepared Statement of Hon. Michael Michaud 

Thank you, Mr. Chairman, for continuing to keep the issue of access, quality, and 
timely mental health services provided to our veterans at the forefront of this Com- 
mittee. 

Thank you to all of our witnesses today for coming and talking with us about the 
critical issue of veteran mental health access. I would also like to thank all of you 
in the audience who are here today in support of veterans. 

We, as a Nation, have a responsibility - a sacred trust - to care for those whom 
we send into harm’s way. When we send our citizens into battle around the world, 
we must be leading the charge here at home, within our government, to make them 
whole again upon their return by ensuring that adequate resources and proper pro- 
grams are in place to address their needs. 

Oversight of VA’s mental health programs has been a focus of this Committee for 
some time now. Over the years we have held numerous hearings, increased funding 
and passed legislation in an effort to address the challenges veterans from all eras 
face. 

VA spent $6.2 billion dollars on mental health programs in Fiscal Year 2012. I 
hope to see some positive progress that this funding has been applied to the goals 
and outcomes for which it was intended, and the programs are working. 

We all know that mental health is a significant problem that the Nation is facing, 
not just veterans or the VA. In this broader challenge is an opportunity for the VA 
to look outside their own walls to solve some of the challenges they face, rather than 
operate in a vacuum as they sometimes have done in the past. 

One of the most pressing mental health problems we face is the issue of suicide 
and how best to prevent it. 

Fiscal Year 2012 tragically saw an increase in military suicides and for the third 
time in four years, the number of suicides surpassed the number of combat deaths. 
Couple that with the number of suicides in the veteran population of 18 to 22 per 
day and the picture becomes even more alarming. 

I believe VA is headed in the right direction. I believe that they have made a true 
effort to get a good picture of the suicide issues that surround veterans. I believe 
more can and must be done. 

I will be interested to hear from our panelists about the national mental health 
picture and helping this Committee put the veteran suicide rates in context, as well 
as what is happening nationally in treating mental illness. 

Today’s hearing will examine the progress VA has made in a variety of areas con- 
cerning mental health and providing timely access and quality care. 

I am hopeful that this will be a good discussion on ways to provide that care such 
as more partnering with the public and private sector, increasing the pool of pro- 
viders, and other creative ways to address mental health. 

Finally, I would be remiss if I did not acknowledge the dedication of the VA em- 
ployees who provide quality mental health care to our veterans every day. The di- 
rectors, doctors, nurses and hospital workers are a team that when it comes to- 
gether in a collaborative and synergistic way delivers on the Nation’s responsibility 
and sacred trust to care for those who have sacrificed. 

With that Mr. Chairman, I yield back. 
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Prepared Statement of Hon. Jackie Walorski 

Mr. Chairman, it’s an honor to serve on this Committee. 

I thank you for holding this hearing on such an important issue facing our Na- 
tion’s veterans. 

I must first express my sincere gratitude to the 50,000 veterans and their families 
back in Indiana’s Second Congressional District. ^ I am indebted to these men and 
women for their sacrifice in protecting this great Nation. 

While I am proud of these veterans, I am appalled and saddened by the progress 
that has been made in providing them with timely and appropriate mental health 
care. It is obvious that we must work to significantly improve the procedures and 
systems used in providing mental health care to current veterans as well as those 
servicemembers soon transitioning to civilian life. 

I look forward to working with my colleagues and our panelists to ensure our vet- 
erans are provided with the best access to mental health care. 

Thank you. 


Prepared Statement of Hon. Raul Ruiz 

Thank you Mr. Chairman for holding today’s hearing on mental health care serv- 
ices for our veterans. Oversight of VA’s mental health programs has long been a 
focus of this Committee. And while much has been accomplished, we still have a 
long way to go in providing our veterans with quality, efficient mental health care. 

I am always discouraged when I hear stories of struggling veterans facing delay 
and denial of much needed care here at home when they sacrificed so much abroad. 
Our health care system is not only dated, but also strained to capacity. We need 
to begin modernizing and streamlining the process so veterans who need care can 
get care quickly. 

In this spirit, I am encouraged by a recent announcement last April of the addi- 
tion of 1,600 mental health clinicians and 300 support staff to the VA’s existing 
workforce. While this is a start, the VA needs to continue to focus on the many 
other cracks in the system including its inaccurate reporting of timely patient care. 

These issues are extremely important to veterans in my district considering the 
location of VA’s Palm Desert clinic which provides primary care services for vet- 
erans in the Coachella Valley, including mental health care services. 

Thank you, Mr. Chairman, and I yield back my time. 


Prepared Statement of M. David Rudd 

Mr. Chairman and members of the committee, I appreciate the opportunity to 
speak on the issue of barriers to quality mental health care for Veterans. As re- 
vealed in the Department of Veterans Affairs 2012 Suicide Data Report, Veterans 
continue to die by suicide at tragically high rates, with an estimate of 22 deaths 
per day. However, the true scope of the problem is only realized by coupling VA and 
active-duty data. As has been widely reported, there were 349 suicides among ac- 
tive-duty service members in 2012, with that total exceeding combat deaths (and the 
rate doubling since 2004). Prior to Iraq and Afghanistan, military service was actu- 
ally protective, with military suicide rates noticeably lower than general population 
rates likely secondary to pre-enlistment screening, unit cohesion, the influence of a 
remarkable sense of purpose, and a warrior identity. A decade of war has changed 
many things. It is important to recognize that Veteran suicides may actually be 
underreported, with reliable data only available in 21 states and data from two of 
our largest states (Texas and California) not included in the report. I have serious 
concerns that these numbers will continue to grow in the coming months and years, 
primarily a function of converging forces that can both be anticipated and managed 
more effectively. 

Although I applaud the transparency and thoroughness of the VA Suicide Data 
Report and progress made to date, I believe it critical for the committee to put the 
data into context. It is correct that suicide rates among Veterans (VHA users) have 


^There are an estimated 53,318 veterans in IN-02. This data was compiled on 09/30/2012, 
based on the district lines from the 112th Congress, http:! I www.va.gov/vetdata /Veteran — Popu- 
lation, asp 
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been relatively stable over the course of the past 12 years, with an overall rate of 
35.9/100,000 in 2009 (and a male suicide rate of 38.3). It is critical to recognize, 
though, that the rate is three times the national rate of 12.0 in 2009 and double 
the male suicide rate (19.2) for the general population. It is also reported that al- 
though the suicide rate among Veterans rose 22 percent over the past decade the 
general population rate rose 31 percent. Please understand, though, that the Vet- 
eran suicide rate is already so high that the rate of growth should naturally slow. 
Similarly, the drop in the percentage of our nation’s suicides accounted for by Vet- 
erans is important (from 25 percent to 21 percent), but that means that one in five 
suicide deaths in the general population is by a Veteran despite the lowest military 
service rates in U.S. history. Perhaps most worrisome among findings is that young- 
er Veterans appear to be dying by suicide at disproportionate rates (when compared 
to the percent of Veterans in the contributing states), with rates more comparable 
in older age groups. This data might reflect a persistence of problems from activity- 
duty to Veteran status for Iraq and Afghanistan Veterans in particular. My concern 
is that the data need to be accepted for what they represent, a very serious and 
significant health problem among Veterans. Contrast and comparisons to the gen- 
eral population, although limited, help us recognize the magnitude and persistence 
of the problem. These data should challenge us to do better not reassure us the 
problem is under control. These data should challenge us to think about doing 
things differently, not simply funding “more of the same”. These data can be added 
to almost a decade worth of findings that indicate what we have been doing has not 
been particularly effective. 

As indicated in the report, since 2009 approximately 30 percent of callers to the 
national crisis line have endorsed thoughts of suicide, down from 40 percent. Al- 
though the drop could suggest progress, it is more likely that the crisis line is not 
actually attracting the highest risk callers. Are we reaching those at greatest risk 
for suicide? The persistence of high suicide rates would suggest the VA might need 
to explore other options for identifying and reaching those at greatest risk. The fact 
that 80 percent of those with non-fatal events were seen 4 weeks prior to the event 
suggests the need to target the continuity and intensity of care, along with raising 
the question of whether or not heightened risk is readily recognized by clinicians. 
If it is, we need to improve access, the frequency, and continuity of care. We know 
the VA provides high quality care. Access to predictable, frequent follow-up care is 
an issue to target. Similarly, the fact that 90 percent were seen in an outpatient 
setting suggests the need to target primary care and outpatient mental health as 
the focal points. The fact that the greatest risk is among Veterans over age 50 
speaks to the chronicity of many of these mental health problems and the impor- 
tance of not just crisis care, but ongoing long-term treatment. In order to reduce 
wait times and provide accessible, predictable, long-term care the VA will need to 
explore partnerships with private community providers. Continued centralization 
within VA healthcare needs to be challenged. 

I am convinced that the bulk of the problem is not a clinical one. We have to do 
a better job of managing those at risk, providing easy and frequent access to care, 
and convincing Veterans to stay in care. The more difficult we make it to get or 
stay in care, the more Veterans will die by suicide. I believe that among the most 
significant barriers to care for Veterans is the lack of meaningful transitional serv- 
ices for those evidencing heightened risk while on active duty, only to be discharged 
and left alone to navigate the maze of government services. The tragic suicide of 
Russell Shirley demonstrates the problem. I recently spoke with Russell’s mother 
and one of his close friends. His mother consented to me sharing his story. Russell 
was a son, a husband, a father and a soldier. He served his country proudly and 
bravely in Afghanistan. Although he survived combat, he came home struggling 
with post-trauma symptoms and traumatic brain injury. With a marriage in crisis 
and escalating symptoms, Russell turned to alcohol, with the net outcome a DUI 
and eventual discharge. Russell lost his family, his career, his identity, and eventu- 
ally put a gun to his temple and pulled the trigger in the presence of his mother. 
His mother now struggles with her own brand of PTSD. Russell’s high risk status 
was easily recognized. In order to help struggling soldiers like Russell, we need to 
connect them not just the VA system, but people in the system. The DoD and the 
VA need to work hand in hand to improve transitional services for high-risk service 
members being discharged or voluntarily separating. With significant budget cuts 
likely, these numbers will only grow. The VA needs to experiment with partnerships 
in local communities that allow Veterans to receive accessible and long-term care 
near home rather than having to travel great distances. Instead of building an even 
bigger and less flexible and responsive healthcare bureaucracy, now is the time to 
experiment with new and creative alternatives. 
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For the first time in history, we have conducted clinical trials with active-duty 
service members struggling with PTSD, depression and suicidality. Early results are 
promising. Can we find a way to provide treatment prior to designating a Veteran 
as “disabled”, as we know that once someone is identified as disabled it is unlikely 
that status will ever change? This also speaks to the chronic nature of the problems 
revealed in the VA report, i.e. the highest suicide rates among those over age fifty. 
As the drawdown in Afghanistan continues and the DoD grapples with smaller 
budgets and force reductions there will be more tragedies like that experienced by 
the family of Russell Shirley unless we find ways to ease the transition from activity 
duty to VA services, improve access, retain Veterans in treatment, and experiment 
with alternatives to permanent disability status. 

It is important to recognize that behind every statistic quoted above there is a 
large collection of friends and loved ones. I have included a photo of Russell with 
his children at the end of this document so you and I can remember the Americans 
touched by this problem. 

M. David Rudd, Dean, College of Social & Behavioral Science, University of Utah 

Co-Founder and Scientific Director, National Center for Veterans Studies 


Prepared Statement of Linda Spoonster Sehwartz 

Good morning Mr. Chairman and Members of the Committee, my name is Linda 
Schwartz and I have the honor to be Commissioner of Veterans’ Affairs for the State 
of Connecticut. I am medically retired from the United States Air Force Nurse 
Corps and hold a Doctorate in Public Health from the Yale School of Medicine. I 
also serve as North East Vice-President and Chairman of Health Care for the Na- 
tional Association of State Directors of Veteran Affairs. I want to thank you for 
holding this hearing and for being concerned about overcoming barriers to quality 
mental health care for veterans. 

I served 16 years in the United States Air Force both on Active Duty and as a 
Reservist (1967-1986), since that time, a great deal has changed in the composition 
and needs of America’s military and the Nation’s expectations for the quality of life 
and support for the men and women of our Armed Forces. Now women comprise 
approximately 20 % of the military force, a stark contrast to the fact that before 
the advent of the all volunteer force, women were limited by law to only 2% of the 
Active Duty force. Another striking feature of our military force today is the heavily 
reliance on the “citizen soldiers” of our Reserve and National Guard and the increas- 
ing number of military men and women on Active Duty who are married with chil- 
dren. The Department of Defense reports that 93% of career military are married 
and the number of married military personnel not considered career is more than 
58% today. Because military families of our Reserve and National Guard units are 
no longer housed on military instillations, they do not have the support systems and 
sense of community enjoyed by previous generations of military members. 

As America has continued to task Reserve and National Guard units with greater 
responsibilities in combat areas the realities of multiple deployments, loosely config- 
ured support systems and traditional military chain of command mentalities are 
challenging mental health delivery systems. Transitioning in and out of family life 
is not only difficult for the military member, the family, spouse, children, mother, 
father, sister, brothers and/or significant others are also traumatized as well. This 
is not happening on a remote site or military base, this time we read about our 
neighbor next door, the young woman who teaches kindergarten, our friend from 
school or church. 

As Connecticut’s Commissioner of Veteran Affairs since 2003, I have a unique po- 
sition and responsibility to be sure that we do not repeat the mistakes of the past. 
As a veteran of the Vietnam War and a nurse who has dedicated over 20 years to 
advocacy for veterans, I am acutely aware of the fact that the veterans returning 
home now are very different than the veterans of my generation or my fathers 
World War H generation. While they are not encumbered with validating the legit- 
imacy of Post Traumatic Stress, they have brought the issues of blast concussions. 
Traumatic Brain Injuries, suicides and the importance of families to mission readi- 
ness to the forefront. Perhaps it is because they may have trained with a unit for 
years and experienced the intensity of living in the danger of a war zone with their 
unit, that they feel isolated in their own homes. During deployments, they longed 
for family and friends with visions of a celebrated homecoming only to find upon 
their return home that crowds and daily responsibilities are both overwhelming and 
frightening. After living on the edge of danger for the prolonged deployment periods, 
life in America seem boring and mundane. Although they care deeply about their 
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families, they are “different” and ill at ease in their everyday existence and can’t 
seem to find their way “HOME Along with the “Send Off’ ceremonies and the “Wel- 
come Homes”, observers began to realize that families left behind experienced dif- 
ficulties and stress every day of the deployment. Along with readjusting to the ab- 
sence of the military member and the great unknown of what they would be encoun- 
tering during their tour of duty, those of us tasked with working with these families 
came to the realization that there were serious gaps in the system. In addition to 
the day to day concerns of home repairs, young spouses managing additional duties 
in the home, environment and financial constraints, families were having difficulties 
that indicated a need for professional counseling and treatment to cope with the de- 
mands and strains they encountered. 

State of Connecticut Mental Health Services and Programs for Veterans For more 
than 25 years, the State of Connecticut Department of Mental Health and Addiction 
Services (DMHAS) has documented the veteran status of their clients. As a Public 
Health Nurse working with psychiatric patients in the community, I was impressed 
that the question was included in the application for services. However it was not 
until the late 1990’s that someone thought to quantify this population and found 
that over 5,000 Connecticut Veterans were receiving their Mental Health Service 
from the State. Over time that number has fluctuated but remains steady at the 
5,000 mark. In that time VA has increased their outreach to veterans across our 
small State and established six Community Based Outpatient Clinics (CBOCS) in 
addition to 5 Vet Centers. I believe our experience with these services and the vet- 
erans in our State illustrate some of the “barriers” you are discussing today. 

As the wars in Iraq and Afghanistan have continued, the needs of veterans of 
those hostilities as well as veterans from previous periods of service, who need men- 
tal health services, have challenged the VA systems of care on several fronts. The 
deployment of Connecticut’s largest National Guard Unit to Iraq brought to light 
the question of how this utilization of the true “citizen soldiers” would be assessed 
and addressed and what did we need to do to assure they received the help they 
earned when they came home. With over 1,000 members each town and city in our 
town had someone deployed to an active combat zone. As the State agency tasked 
by Statute with providing services and assuring the quality of services for those who 
“are and have served in the Armed Forces of the United States”. I realized that our 
State needed to decisively address the issues of this new generation of soldiers and 
begin to plan for their return and programs that would be effective, timely and ap- 
propriate. 

Thus, Connecticut embarked on three major efforts: a) Survey of Recently Re- 
turned Veterans conducted in conjunction with the Center for Policy Research at 
Central Connecticut University; b) Summit for Recently Returned Veterans; c) Mili- 
tary Support Program spearheaded by the Department of Mental Health and Addic- 
tion Services. All of these efforts were implemented in 2007. I will refer to these 
programs and will be happy to provide details on how we accomplished and imple- 
mented the Summit and Survey. Most important and a strength of what we have 
learned is that these findings came from our veterans and have been preserved in 
their own words. I use them to illustrate my points but wish to stress that Con- 
necticut Governors, Congressional and State Legislators, Commissioners and Direc- 
tors of State Departments of Mental Health, Public Health, Labor, and Education 
were and have remained deeply committed and engaged in this effort. 

Survey of Recently Returned Veterans 

With the reality that troops being deployed to Iraq, Afghanistan represented a 
striking departure from the mobilization of American troops in previous wars, the 
pro forma conventional methods and remedies relied on in the past seemed inad- 
equate for addressing the emerging needs of military and veterans in the 21st Cen- 
tury. Thus, we embarked on a survey of returning veterans to “take the pulse” of 
their thinking, needs and expectations. To assess the growing population of return- 
ing “Warriors” and “Heroes” and specific problems they were encountering, as well 
as their expectations for services and the goals, we embarked on a series of surveys 
(2005 and 2010) in collaboration with Central Connecticut State University’s O’Neil 
Center for Public Policy. More than 650 veterans, a mix of Active Duty, Reserve and 
National Guard, with the majority being veterans of Iraq and Afghanistan and mar- 
ried (63%) who identified their major concerns as problems with spouses (41%), 
trouble connecting emotionally with others (24%), connecting emotionally with fam- 
ily (11%) and looking for help with these problems (10%). Using the “Post Traumatic 
Stress Checklist - Military scale developed by VA National Center for PTSD which 
indicated that the responses of more than a quarter of the respondents reported 
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symptoms which exceeded the diagnostic threshold for Post-Traumatic Stress Dis- 
order. 

Common Barriers we have observed are: 

1. Proximity to VA - Most veterans today do not want to travel distances for 
care. We tend to think of access to care as being a question of eligibility for VA care. 
However we need to broaden the context of access to include transportation, hours 
of operation, qualifications of the provider, consistency in health care provider and 
availability to contact the primary care provider. Most mental health providers are 
available at the local level, have coverage after hours and are available to talk with 
their patients at any time of the day or night. This access to primary mental health 
providers is not standard operating procedures for most VA mental health providers. 
Additionally it is a common practice, that many providers in the VA System are not 
Board Certified or professionally credentialed. However these expectations are not 
unreasonable given the requirements for providers in the private sector. It is impor- 
tant to remember that veterans in today’s society are very informed and often have 
acquired an expectation of competency, understanding and support that a health 
care provider especially a mental health provider should have. It is not uncommon 
for veterans to drop out of treatment because they are disappointed with the wait 
times for appointments. Many veterans are unwilling to devote and entire day to 
coming to the VA for care. Additionally they expect and deserve clinicians that have 
an understanding and respect for them. Clinicians, who do not meet the veteran 
where they are both with the symptoms they are experiencing and understanding 
and appreciation for the military service, will fail to engender a sense of trust that 
is essential to a therapeutic relationship. 

2. Treatment of Family Members - As mentioned earlier families, more than 
any other time, in the history of the Armed Forces are an essential consideration 
when considering the well being and mission readiness of our military today. While 
VA publications actually acknowledge that with the return of the veterans from de- 
ployments, the entire family will go through a period of transition. Along with many 
suggested activities, there is specific reference for a need for opportunities to reac- 
quaint families with one another. Part of the transition is expected to be a process 
or restoring trust, support and integrity to the family circle. While there is an expec- 
tation that “Things have changed” there is also the daunting task of beginning the 
difficult work of transition from soldier to citizen and reestablishing their identity 
in the family, work environment and community. Although the publication does a 
fine job of identif3dng the circumstances and the perils, the directions are not for 
family but how family can assist the veterans. Because services are focused on the 
military member and/or veteran the options for family members is limited. VA ad- 
vises “Families may receive treatment for war related problems from a number of 
qualified sources: chaplain services, mental or behavioral health assistance pro- 
grams.” In other words, as a rule, most VA Mental Health Programs do not treat 
family members or include them in the treatment of veterans or military members. 
While some VA facilities and individual programs have loosened the restrictions for 
providing services to family members either on an individual, couples or family ther- 
apy, serious consideration must be given to include these vital members of the vet- 
erans’ support system. Vet Centers have been providing this care on a regular basis 
for decades, this is a model of how a system can adapt to the needs of veterans with- 
out compromising quality of care and managing existing resources. An example from 
our Summit for Recently Returned veterans illustrates the disparity this creates. A 
young Veteran recounted that he felt that treatment at the VA was preventing him 
from getting on with his life which he implied really meant VA was doing the exact 
opposite of what it should be doing for veterans and their loved ones. He said that 
for him, not attending the VA meetings “was not about stigma, it’s just that the VA 
is unhelpful.” When he did go to the VA for help, his wife went with him, and they 
(VA) expressed surprise that she and her husband had come in as a couple. The 
wife was told to stay out of it, that it was “his problem” and not hers. She felt cut 
off. This spurred a more generalized discussion about how families have no idea how 
to interact with their veterans and feel lost. The conclusion was “What little the VA 
does for veterans, it does even less for their families”. 

Domestic Violence 

When addressing the issue of mental health treatment for families, I would be re- 
miss if I did not reference the increase body of evidence which links combat vet- 
erans, Post Traumatic Stress with violent and abusive traumatic events in the 
home. Domestic Violence has always been a factor in military life. It is not new. 
What is new is the fact that victims are no longer silent and someone is listening. 
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The American public is not as tolerant as it was decades ago to the litany of brutal 
deaths suffered in military communities or at the hands of a military member of 
veteran. While the Pentagon has made efforts to address these issues and offer sup- 
port and education to military families, the present hostilities heavy reliance on cit- 
izen soldiers of the Reserve and National Guard Components accentuate the 
stressors on everyone involved and bring these volatile scenarios to every town and 
city in our Country. 

Additionally over 1 million children in America have had one of both of their par- 
ents deployed since 9/11. The long separations and multiple deployments which 
have become the standard for todays’ military can create a sense of isolation, confu- 
sion, anxiety which can create higher levels of stress and more difficulties within 
the family. The total impact this environment has for members of these families has 
far reaching effects we have yet to know. The high rates of divorce within the mili- 
tary community verify that these dynamics are disruptions in family life which cre- 
ates erosions of trust, instability that deeply wounds and destroys families. 

3. Women Veterans - The rising number of women serving in the military is a 
well known fact. They are pushing the envelope, serving as never before in the com- 
bat areas and rising to new leadership roles. As a woman veteran, I want to say 
that along with these achievements and advancements, women have come to expect 
equal respect for their contributions to the military mission and defense of this Na- 
tion. In fairness, we must acknowledge that VA has come a long way with their pro- 
grams for women veterans with programs that have evolved to options we only 
dreamed of in the past.. However when we look at cause and effect, we see that re- 
ports of Military Sexual Trauma perpetrated on women in the military by other 
military members is both astonishing and unacceptable. 

In our States, we see women reluctant to seek treatment because of the experi- 
ences and victimizations they have had in the military. When the Department of 
Defense acknowledges that 23% of the women in combat areas report being victims 
of sexual assaults . . . not to mention the harassment which is not reported, there 
has not been an adequate response to deter these violent acts from reoccurring. Con- 
gress and the Department of Defense must take more stringent steps to ending the 
decades of this injustice for the women who wear our Nations uniform. What would 
happen if there was a report that 23% of the women working at IBM had been as- 
saulted by their coworkers? Where is the demand for a “Congressional Investiga- 
tion”? Why do these reports go unanswered? Why would a woman veteran victim- 
ized by their own Government look of help at the VA? Until Congress, deems this 
an unacceptable statistic, it will continue and these veterans and military members 
will continue to be second class citizens. 

4. Concerns About Confidentiality - With the perfusion of social and electronic 
technology and breaches of confidentiality, there is a great deal of concern on the 
part of military members, private providers and veterans about preserving the con- 
fidentiality of their health care, especially mental health care. Veterans, of deploy- 
ments who are still in the military services as Reservists and National Guardsmen 
have a great deal of anxiety about seeking treatment at the VA and how that will 
affect their military careers and promotion potential. Additionally how those records 
are handled when they are transported or used to substantiate a Service Connected 
Disability are deeply troubling and do influence where these veterans receive their 
care. VA is a large system and there is a lack of clarity about what access DOD 
has to these records and where the information will travel. 

The issue of stigma associated with individuals who receive professional treat- 
ment for mental health problems is a big deterrent for veterans in need of this care. 
In our two surveys of Connecticut Veterans the most frequent reason cited for not 
seeking treatment was stigma. Veterans indicated their reluctance because: 

“I would be seen as weak”; “Commanders would not trust me”; “My Unit would 
have less confidence in me”; “Leaders would blame me for problems”; and “It would 
harm my career”. Interestingly respondents to the surveys with the most symptoms 
suggestive of Post-Traumatic Stress were also the participants who most often re- 
ported that “stigma” was the greatest barrier to treatment. 

5. Understanding the Military /Veteran Culture - Failure of the treatment 
providers to understand key aspects of the military/veteran culture can influence 
both the willingness to seek treatment and continue in treatment. Effective commu- 
nications is key to any encounter but more so when we are dealing with populations 
that have the shared experiences and values of serving in the Armed Forces. In the 
current veteran population, the sense of community that comes from training and 
being deployed in Units strengthens the sense of solidarity, friendship and accept- 
ance. Increased emphasis to orienting VA providers that care for veterans is essen- 
tial for success in treatment and trust to stay in treatment. It is important that VA 
acknowledge and support educational experiences with include an introduction to 
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the military and veterans culture. We realized the importance of this from the sur- 
veys we did and “Focus Groups” we convened. 

Most interesting we learned: 

a) Being in combat in Iraq of Afghanistan is profoundly life-altering 

b) Importance of camaraderie with fellow military or veterans 

c) A sense of isolation from the community and not being understood 

d) Communication difficulties with everyone except fellow military 

e) The experiences of women were not the same as men 

6. Multiple Deployments - It is no secret that a common strategy during the 
wars in Iraq and Afghanistan has been the multiple deployments of Active Duty, 
Reserve and National Guard Units. The cycles of these deployments is another con- 
sideration which needs to be addressed when discussing the quality of mental 
health services. America is yet to know the real consequences of this process. How- 
ever there is a particularly disturbing aspect of this process which bears heavily on 
the individual military member, the quality of their mental health services and the 
defense of our Nation. We have become aware that Iraq and Afghan veterans who 
have received VA Service Connected Disability Ratings, some as great as 80-100% 
are being redeployed. Some of these veterans have been rated for mental health dis- 
abilities but have signed paperwork to stop their disability compensation so that 
they can qualify for mobilizations and redeployments. You cannot imagine what 
kind of difficulties they face after multiple tours, many of them expect that their 
VA checks and Disability Ratings will be reinstated upon their return home. Not 
only are the realities of the system a shock, when they learn this does not happen, 
many face the disability rating process all over again. It is incomprehensible to me 
that this practice is permitted and known by the military. 

7. Coordination of Services and Resources - Although Congress, DOD and 
the VA may identify a problem, and derive solutions to these needs, the process of 
enacting legislation and implementing programs is years in the making. In the age 
of text messaging, the response time is considered by many to be out of touch and 
negligent compared to what returning “Wounded Warriors” or “Heroes”, their fami- 
lies and most importantly the Public have come to expect in exchange for their serv- 
ice to the Country. Because our National Guard, comes under the authority of Gov- 
ernor’s and State Legislatures, there is much more demand for accountability at the 
State and Local Levels that has not been experienced by DOD or VA in the past. 
Active Duty and Reservists, who return to their homes as individuals are also of 
concern because their immediate problems and needs arise where they live far from 
Federal Systems. This group is especially vulnerable because, for the most part they 
have retained or received little or no information about what is available to them 
or where to go for help. Many of these veterans have undiagnosed injuries or dis- 
abling conditions and cognitive difficulties which further complicates their ability to 
articulate their needs for help. Currently there exist within large public services 
agencies, including VA, many layers and silos of the administration and delivery of 
services but little emphasis on oversight activities and accountability directly effect- 
ing veterans at the grassroots levels. 

A Shared Responsibility 

The task of serving veterans is a shared responsibility with States and the Fed- 
eral Government. There is a need to move away from the idea that all services and 
programs must and should be provided by the Federal Government. Collectively 
State Governments spend more than $6 Billion a year to support their veterans. In 
order to develop the best seamless transition, maximize existing resources and im- 
prove the accountability for these services t dedicated to the care and support of vet- 
erans and their families, we must challenge the status quo. Just as our military has 
changed, we must accept the realities that vast system changes in support of the 
military and their families are in order. Too often VA on the National and State 
level do not coordinate or even communicate with the State Departments and agen- 
cies tasked with caring and providing services for our veterans. State based pro- 
grams are augmented by thousands of private-sector, community volunteers and 
faith based initiatives that attempt to help disabled and injured service members 
and their families meet housing, transportation, childcare, employment, mental 
health and short-term financial aid. We are not lacking in people wanting to help, 
we are lacing in a coordinated effort, accountability and creative approaches to solv- 
ing problems in the local communities Just as all politics are local, the care and wel- 
fare of each military member, veterans and their families is not only a priority for 
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State Governments, there are local programs, services and resources that have been 
developed to meet the needs of veterans where they live and work. State Legislators 
are as vitally engaged in the needs of veterans and also creating new programs and 
services as are Members of Congress. 

A true partnership of Federal and State resources can only improve the opportuni- 
ties for our veterans, especially the troops returning today, and their families. My 
Governor and the citizens of Connecticut expect the best for our veterans and know 
that holding VA accountable is often an exercise in futility. While I am heartened 
that Secretary Shinseki has acknowledged States as partners in providing for our 
Nations veterans and has brought this relationship to new prominence, it is dis- 
appointing that individual administrators and staffs do no share his opinion or vi- 
sion. This is not the continuum of service and care that veterans have earned and 
deserve. 

Several times, Congress has considered legislation which would authorize funding 
to States agencies to support service programs of outreach to veterans. Challenge 
grants, matching funds and program grant opportunities are vehicles which must 
be considered to meet the unique needs of veterans and further the work of VA. 
Consider how much time and money has been expended on addressing the backlog 
for processing disability claims and compensation. While the “Big VA” has made 
many efforts to streamline the process, consider the possibilities of improving the 
quality of the claim at the start of that process. Grants to support, educate and ini- 
tiate quality assurance at the State Veteran Service Officer level from the initial 
intake, development of the claim and final submission has the potential to create 
fully developed claims from the beginning which will facilitate the entire rating 
process. 


Connecticut’s Military Support Program 

In 2004 the Connecticut General Assembly enacted legislation authorizing the De- 
partment of Mental Health and Addiction Services (DMHAS) to provide “behavioral 
health services, on a transitional basis, for the dependents and any member of any 
reserve component of the armed forces of the United States who has been called to 
active service in the armed forces of this state or the United States for Operation 
Enduring Freedom or Operation Iraqi Freedom. Such transitional services are to be 
provided when no Department of Defense coverage for such services was available 
or such member was not eligible for such services through the Department of De- 
fense or until an approved application is received from the federal Department of 
Veterans’ Affairs and coverage is available to such member and such member’s de- 
pendents.” (CGS 27-103). 

From the beginning, this initative was a collaborative effort between Connecticut’s 
Departments of Mental Health and Addiction Services (DMHAS), Veteran Affairs 
(CTVA), National Guard (CTNG) Department of Families and Children (DCF) and 
the Family Readiness Group. Building on the experience DMHAS had gained in as- 
sisting families in the aftermath of 9/11, the concept of working with mental health 
professionals in the community was ideally suited for the broad context of the legis- 
lation and the geographical distribution of potential clients. 

Also taking from previous “lessons learned”, the scope of the program was created 
not only to include military members, their spouses and children but immediate 
family members (parents, siblings) and significant others were also eligible for care. 
With the assistance of the Connecticut and Federal Departments of Veteran Affairs 
and the Adjutant General, sixteen hours of training in Military 101, dynamics of 
deployments and post traumatic stress including panel discussions by OIF/OEF vet- 
erans and their families was provided to 400 volunteer mental health professionals 
licensed in Connecticut. Only clinicians, completing the training were eligible to par- 
ticipate in the program. 

The Military Support Program (MSP) was designed to streamline the process of 
access to care with an emphasis on confidential services throughout the state. The 
goal of delivering quality, appropriate, timely and convenient services was further 
enhanced by a 24/7 manned toll free center, veteran outreach workers and State re- 
imbursement for clinical services when there was no other funding available. 

Typically, anyone eligible for the program can call the 24/7 number. In this day 
and age, it is important that a real person answers the call. If the nature of the 
call does not involve a mental health issue, the caller is directed to an individual 
at the appropriate agency. Should the nature of the call be a request for help with 
a problem best handled by a mental health professional, the caller is given the 
names of clinicians in their immediate geographical area, who have completed the 
training and are registered with DMHAS. 
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Another very attractive aspect of this approach is the fact that families including 
the military member can have the opportunity to work out their issues together. 
Due to the limitations of VA Health Care, families are often excluded from the 
therapeutic process which can be counterproductive in the long run. Family therapy 
is less threatening to a military member who may not seek treatment because of 
the stigma associated with mental health problems. A 2005 study of Iraq Veterans 
assigned to the Maine National Guard indicated that 30% of those in the study ex- 
pressed a likelihood of participating in “confidential services in the community”. Re- 
sponses to the question of who they would be most likely to participate in support 
groups included “with other veterans (32%), couples’ communication skills training 
(28%) and couples/marital counseling (26%). (Wheeler, 2005) lends credence to the 
concepts we have implemented. 


Suicides 

Although there is no exact method to determine the actual numbers of suicides, 
even matches with the Death Index would be under reported because of concern for 
the family, religious beliefs or unanswered questions. Even the press has no idea 
of the true numbers of suicides in the military or veteran communities because the 
“secret” is also part of the shock. However the increased awareness and concern for 
the number of these events and the great hope that these could be prevented with 
better systems, Connecticut Governor Malloy, in consultation with the Departments 
of Mental Health and Veteran Affairs, authorized the expansion of the Military Sup- 
port Program in 2012 for all military, veterans and their families. 

Since the Connecticut Military Support Program (MSP) has been in operation, 
they have responded to over 3,500 calls. A particularly important aspect of this pro- 
gram is the fact that there is an immediate response to a caller with an offer to 
help. Part of the responsibility of a Clinician in the network is to respond within 
48hrs of being contacted by the MSP client. Many veterans and their families can 
be treated in the communities where they live. While some may require more in- 
tense care or services offered by the US Department of Veteran Affairs the imme- 
diate need, assessment, crisis intervention and if need be referral to VA provides 
appropriate, timely and professional responses that the situations require. 

Connecticut has been caring for veterans since 1863. From that time to this, each 
generation of Americans, who have shouldered the responsibility of serving in our 
Armed Forces, has influenced the development of the collective service systems pro- 
vided by Federal, State and Local governments. Just as the business of conducting 
war and defending the Nation has changed dramatically, America and this Com- 
mittee need to rethink the delivery system and the care we extend to those who 
have borne the battle. The old adage that “if the military wanted you to have a 
spouse they would have issued you one” has been outstripped by the number of mar- 
ried military members we rely on to protect our freedoms. In this day and age, the 
expectation of caring for our military must include tending to the health of their 
families. 

Mr. Chairman this concludes by testimony, I will be happy to answer any ques- 
tions you may have. 


Prepared Statement of Joy J. Hem 

Chairman Miller, Ranking Member Michaud and Members of the Committee: 

On behalf of Disabled American Veterans (DAV) and our 1.2 million members, all 
of whom are wartime wounded, injured or ill veterans, along with 200,000 Auxiliary 
members, I am pleased to present our views on addressing the barriers veterans 
face when trying to gain access to mental health services from the Department of 
Veterans Affairs Veterans (VA). DAV is committed to fulfilling our promises to the 
men and women who served, and one of those promises is to ensure that veterans 
receive a full and lasting opportunity to recover from physical, emotional and psy- 
chological wounds that occur as a consequence of their military service experience. 

We appreciate your determination, Mr. Chairman and Members of this Com- 
mittee, for continued concentration on this important and pressing issue, as well as 
the opportunity to offer DAVs views on the challenges confronting the Veterans 
Health Administration (VHA) in meeting the critical mental health needs of our na- 
tion’s veterans. DAV’s statement focuses on the Committee’s concerns about the sta- 
tus of VA’s progress on growing mental health professional staffing levels; mandates 
outlined in the President’s recent Executive Order to improve access to mental 
health services for veterans, service members and their families; addressing the rec- 
ommendations in the 2012 Office of Inspector General (OIG) report on waiting times 
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for mental health services; improving data collection related to access measures; 
scheduling processes and procedures; and partnering with non-VA mental health 
providers to address gaps in VA care. 

Since the wars in Iraq and Afghanistan began over a decade ago, more than 2.4 
million individuals were deployed to overseas combat theaters; many have deployed 
several times. Of this group of brave men and women, 1.5 million have been honor- 
ably discharged and are now eligible for VA health care. VA’s most recent cumu- 
lative data shows that 834,467 of them have obtained VA health care and that 53 
percent, or 444,551 veterans, have been diagnosed with a mental disorder. 

Additionally, there were a record 349 military suicides in 2012, exceeding the 310 
combat deaths reported during that period. 

More than eleven years of war have clearly taken a toll on the mental and phys- 
ical health of American military forces and the veterans among them who have re- 
turned to civilian life. Research shows that post deployment mental health readjust- 
ment challenges and post-traumatic stress disorder (PTSD) are prevalent in many 
returning service members and veterans. We believe that everyone returning from 
contingency operations overseas should be empowered to achieve maximal oppor- 
tunity to recover and successfully readjust to civilian life. But to do so, as warranted 
by their circumstances, they must be able to gain “user-friendly” and easy access 
to Department of Defense (DoD) and VA mental health services — services that have 
been validated by research evidence to ensure their best opportunities for full recov- 
ery and reintegration with their families, jobs and private life. 

Over the past five years, the post-deployment health status of our servicemen and 
women and veterans, suicide prevention, and timely access to appropriate mental 
health services, have been topics of numerous Congressional hearings, government 
reports and regular media scrutiny. Collectively, the hearing findings, reports and 
coverage cast a negative impression related to appropriate and timely access to serv- 
ices, often highlighting barriers to care and systemic flaws in an overly 
“medicalized,” bureaucratic health care system. Given the diligent oversight by the 
Veterans’ Committees in both Chambers, and the significant level of new resources 
that were authorized to address the existing deficits and to improve VA mental 
health services and other care for veterans, the current question posed by the Com- 
mittee Chair is a valid one: “Is the VA’s complex system of mental health [care] and 
suicide prevention services improving the health and wellness of our heroes in 
need?” 

Mr. Chairman, although flaws unquestionably can be found in the system, and 
must be addressed, DAV would be remiss in failing to recognize and applaud VA’s 
efforts to date to improve these programs. Tens of thousands of dedicated mental 
health practitioners and Readjustment Counseling Service Vet Center counselors 
work day-in and day-out, to help veterans who are struggling in their post-deploy- 
ment readjustments. 

Cver the past five years, VA’s Cffice of Mental Health Services (CMHS) has devel- 
oped and disseminated a comprehensive array of mental health services throughout 
the VA health care system, while accommodating a 35 percent increase in the num- 
ber of veterans receiving mental health services and managing a 41 percent increase 
in mental health staff. At DAV, despite all the problems reported, we believe this 
is remarkable progress. In 2011 (most recent data), VA provided specialty, recovery 
focused mental health services to 1.3 million veterans, at very high levels of satis- 
faction. These services were both patient-centered and integrated into the basic care 
of the patients using VA services. Today, mental health is a prominent component 
of VA primary care - a long sought goal of DAV, other veterans’ advocates and the 
mental health research community. 

VA offers veterans a wide range of mental health services, from treatment of the 
milder forms of depression and anxiety in primary care settings themselves, to in- 
tensive case management of veterans with serious, chronic mental challenges such 
as schizophrenia, schizo-affective disorder, and bi-polar disorder. VA also offers spe- 
cialized programs and treatments for veterans struggling with substance-use dis- 
orders and post-deployment readjustment difficulties, including providing evidence- 
based treatments for PTSD for combat veterans and for those who endured and sur- 
vived military sexual trauma. 

For at least the past five years, while under intense external pressure, VA has 
placed special emphasis on suicide prevention efforts, launched an aggressive anti- 
stigma, outreach and advertising campaign, and provided services for veterans in- 
volved in the criminal justice system, including direct VA participation in the vet- 
erans treatment courts initiative, to support both pre-release and jail-diversion pro- 
grams in a rising number of states and cities. Peer-to-peer services, mental health 
consumer councils, and family and couples counseling and therapy services have 
also been evolving and spreading throughout the VA health care system. We at DAV 
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are encouraged by these developments, we believe they are humane approaches, and 
are saving lives. 

Yet despite noted progress, the Institute of Medicine (lOM) released a report, enti- 
tled Treatment for Posttraumatic Stress Disorder in Military and Veteran Popu- 
lations, in July 2012, that addresses some of the Chairman’s concerns — specifically, 
whether the readjustment services available to veterans improving the health and 
wellness of our nation’s transitioning service members. In the report, after a com- 
prehensive review of government programs for the treatment of PTSD, the lOM 
found a lack of coordination, assessment and monitoring by both DoD and VA. The 
lOM concluded treatment is not reaching everyone who may need it, and that the 
Departments are not tracking which treatments are being used, or evaluating 
whether and how well they work over the long term. 

DAV concurs with recommendations made by the lOM that VA and DoD should 
invest in targeted research to fully evaluate the effectiveness and health outcomes 
of existing PTSD treatment and rehabilitation programs and services. Likewise, VA 
and DoD should support research that investigates new and emerging technologies 
and web-based approaches to overcome barriers to accessing mental health care, and 
adhering as well to more comprehensive and long-term evidence-based treatments. 
The report noted that the lOM committee’s analysis of innovative or complementary 
and alternative medicine treatments such as yoga, acupuncture and animal-assisted 
therapy was limited since these types of treatments lacked empirical evidence of 
their effectiveness. Given that these alternative treatments have become more pop- 
ular and requested by many veterans, DAV urges that hoth DoD and VA carefully 
study and evaluate these treatments to judge their efficacy versus other approaches. 

OFFICE OF INSPECTOR GENERAL 2012 RECOMMENDATIONS, AND PRIOR 
EXTERNAL REVIEWS 

Based on a request from both Committees on Veterans Affairs, in April 2012, the 
VA OIG reported on the level of accuracy the Veterans Health Administration 
(VHA) documents in waiting times for mental health services for new and estab- 
lished patients, and whether the data VA collects is a true depiction of veterans’ 
ability to gain and keep access to needed services. The OIG found that VHA’s men- 
tal health performance data is inaccurate and unreliable and that VHA’s data re- 
porting of first-time access to full mental health evaluation was not a meaningful 
measure of waiting. 

Since the OIG had found a similar practice in previous audits nearly seven years 
earlier, and given that VHA had not addressed the longstanding problem, OIG 
urged VHA to reassess its training, competency and oversight methods, and to de- 
velop appropriate controls to collect more reliable and accurate appointment data 
for mental health patients. The OIG concluded that the VHA "... patient sched- 
uling system is broken, the appointment data is inaccurate and schedulers imple- 
ment inconsistent practices capturing appointment information.” These deficiencies 
in VHA’s patient-appointment scheduling system have been documented in numer- 
ous reports. 

STAFFING ISSUES 

The OIG also recommended in the 2012 report that VHA conduct a comprehensive 
analysis of staffing to determine if mental health provider vacancies were systemic 
and impeding VA’s ability to meet its published mental health timeliness standards. 

The DAV shares the Committee’s concerns about how VA plans to resolve its men- 
tal health staffing deficits to meet rising demand for critical mental health services. 
In April 2012, the Secretary announced VA would add approximately 1,600 mental 
health clinicians and 300 support staff to VA’s existing mental health staff of 
20,590, in an effort to help VA facilities meet burgeoning demand. In his testimony 
before this Committee on May 8, 2012, Secretary Shinseki testified that he esti- 
mated six months would be required for VA to hire most of these new mental health 
personnel. DAV awaits VA’s report on the number of new providers who have been 
hired, and are now providing care to veterans. As we have noted in prior testimony, 
the bureaucratic and cumbersome human resources process in VA, especially in 
credentialing new VA professional providers, continues to hamper VA’s ability to 
quickly put newly-hired individuals on the front lines caring for patients. For more 
insight on these challenges, please review our discussion of VA human resources 
concerns in the Fiscal Year 2014 Independent Budget, at 
WWW. independentbudget. org. 

VHA’s timely access goal is simply to treat a veteran patient in clinic within 14 
days from the desired date of care. One method VA uses to monitor access to health 
care including mental health services is to calculate a patient’s waiting time by 
measuring the number of days between the desired date of care to the date of the 
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treatment appointment. Appointment schedulers at VA facilities must enter the cor- 
rect desired date(s) of care in the automated scheduling system to ensure the accu- 
racy of this measurement. 

Data generated to measure a veteran patient’s timely access to care continues to 
remain unreliable. There continues to be weaknesses in VA’s policy and implemen- 
tation of scheduling medical appointments based on several reports spanning more 
than a decade from VA’s OIG and the U.S. Government Accountability Office. ^ The 
weaknesses reported include VA’s definition of the “desired date” of the medical ap- 
pointment contained in policy,^ and VHA’s training and oversight program to ad- 
dress the problems in measuring waiting times. We urge VA OIG to report on the 
status of those recommendations from its 2007 review, which indicated that five out 
of eight recommendations were either not implemented or were only partially imple- 
mented. 

Without reliable data, VA will remain challenged in conducting meaningful anal- 
ysis and decision-making that directly impact the quality, patient-centeredness and 
timely delivery of needed care, including mental health care. 

After more than a decade of effort, VA’s Office of Information and Technology has 
remarkably still not completed development of a replacement for VHA’s antiquated, 
25-plus year-old scheduling system, and one that can effectively manage the sched- 
uling process, provide accurate workload data capture and reporting technology, and 
be responsive to the needs of VA’s mental health patients and providers. 

As noted in OIG’s most recent report on veterans’ access to mental health care, 
VA’s “scheduling software is 25 years old and the software interface is not “user- 
friendly.” This automated scheduling application has been an essential component 
of the Veterans Health Information Systems and Technology Architecture (VistA) 
electronic health record, and performs multiple, interrelated functions. VistA cap- 
tures and assembles utilization data, which is intended to enable VA to measure, 
manage and improve access, quality and efficiency of care, and evaluate the oper- 
ating and capital resources used. 

GAO reported in 2010 on VA management deficiencies, principally VA’s second ef- 
fort at developing a replacement scheduling system for the aging VistA. ^ Since that 
time, VA has abandoned this project, and on December 21, 2012, VA issued a re- 
quest for information in Federal Business Opportunities to update and rebuild the 
application, with responses due from industry by January 31, 2013. VA plans the 
new scheduling system to be standards-based, extensible and scalable and interoper- 
able with the version of VistA held by the Open Source Electronic Health Record 
Agent (OSEHRA). According to VA, the new health scheduling system will rely on 
web- and mobile-device capabilities for quick and secure communications with vet- 
erans, and support for resource allocation decisions based on truer data, with more 
opportunity to adjust capacity dynamically to meet changing needs. 

Ilecause of current weaknesses in measuring veteran patients’ access to care, it 
is unclear to DAV at this time if VA’s new direction will correct lengthy VA waiting 
times, yield accurate access measures, or result in less cumbersome scheduling proc- 
esses and procedures. DAV recommends the Committee conduct further oversight on 
VA’s plans and intentions with respect to the replacement of VistA. This challenge 
has become much more acute based on VA’s and DoD’s joint announcement last 
week of their decision to abandon their long sought joint electronic health record 
project that would have served both the veteran and military populations, to proceed 
in separate directions, but to rely on a Janis GUI interface technique to translate 
data from one system to the other. In this case, VA scheduling software and its on- 
going problems are a major weakness that must be addressed. Most importantly, 
the OIG report noted that meaningful analysis and decision making required reli- 
able data, not only related to veterans’ access to care, but also on shifting trends 
in demand for services, the range of treatment availability and mix of staffing, pro- 
vider productivity and treatment capacity of the facilities. From this study, the OIG 


^HEHS-OO— 90, VA Needs Better Data on Extent and Causes of Waiting Times, May 31, 2000; 
GAO-01— 953, More National Action Needed to Reduce Waiting Times, but Some Clinics Have 
Made Progress, Aug 31, 2001; GAO— 12-12, Number of Veterans Receiving Care, Barriers Faced, 
and Efforts to Increase Access, Oct 14, 2011; VA OIG Report No. 02-02129-95, Audit of Vet- 
erans Health Administration’s Reported Medical Care Waiting Lists, May 14, 2003; VA OIG Re- 
port No. 04-02887—169, Audit of the Veterans Health Administration’s Outpatient Scheduling 
Procedures, July 8, 2005; VA OIG Report No. 07-00616—199, Audit of the Veterans Health Ad- 
ministration’s Outpatient Waiting Times, September 10, 2007, and; VA OIG Report No. 12— 
00900—168, Veterans Health Administration Review of Veterans’ Access to Mental Health Care, 
April 23, 2012. 

2VHA Directive 2010-027 

^ GAO— 10-579, Management Improvements Are Essential to VA’s Second Effort to Replace Its 
Outpatient Scheduling System, May 27 2010. 
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made four major recommendations to VHA. Similar to previous external reviews, 
the VA Under Secretary for Health concurred with all recommendations and replied 
that a number of responsive actions were underway. Again, in this instance we are 
anxious to determine from VHA the progress made thus far on the above-referenced 
recommendations. 

In August of 2012, the President issued an Executive Order (EO) to improve ac- 
cess to mental health services for veterans, service members, and military families. 
It was noted that based on the wars in Iraq and Afghanistan, the need for mental 
health services will only increase in the coming years as the nation deals with the 
effects of more than a decade of conflict. We concur and agree that coordination be- 
tween the DoD and VA during service members’ transitions to civilian life is essen- 
tial to achieving the goal of timely access to the provision of high quality mental 
health treatment for those who need it. 

The EO focused on six areas including: suicide prevention; enhanced partnerships 
between VA and community mental health providers; expanded VA mental health 
services staffing; improved mental health research, and appointment of a military 
and veterans mental health interagency task force. Specific mandates in the EO in- 
cluded: expanding the 1-800-273-TALK “Veterans Crisis Line” capacity by 50 per- 
cent; developing and implementing a joint VA-DoD national suicide prevention cam- 
paign; establishing no fewer than 16 pilot programs and formal agreements with 
community-based mental health providers; hiring and training at least 800 new VA 
peer counselors by December 31, 2013; hiring 1,600 VA new mental health profes- 
sionals by June 30, 2013; establishing a “National Research Action Plan” within 
eight months of the EO; developing in the DoD and Department of Health and 
Human Services (HHS) a comprehensive longitudinal mental health study with an 
emphasis on PTSD and TBI, including enrollment of at least 100,000 service mem- 
bers by December 31, 2012; and, development of an Interagency Task Force of VA, 
DoD and HHS to identify reforms and take actions that facilitate implementation 
of the strategies outlined in the EO. 

This is clearly an ambitious plan, and we look forward to VA’s report of progress 
on the outlined initiatives to improve access to mental health services for veterans, 
service members, and military families. 

PARTNERING WITH NON-VA RESOURCES TO EXTEND ACCESS FOR VET- 
ERANS WITH MENTAL HEALTH CHALLENGES 

Mr. Chairman, you recently endorsed a VA-TRICARE outsourcing alliance to 
serve the mental health needs of newer veterans that VA is, admittedly, struggling 
to meet today. Having offered little to bolster the confidence of DAV’s members and 
millions of other veterans and their families that mental health services are, in fact, 
being effectively provided by VA where and when a newer veteran might need such 
care, we urge VA to work with the Committee to ensure that, if mental health care 
is expanded using the existing TRICARE network or some other outside network, 
veterans must receive direct assistance by VA in coordinating such services, and the 
care veterans receive must reflect the integrated and holistic nature of VA mental 
health care. 

In working with Congress on this issue, the primary question is whether VA 
should partner with community mental health resources to provide this care when 
local waiting times exceed VA’s own policies. When a veteran acknowledges the need 
for mental health services and agrees to engage in treatment, it is important for 
VA to determine the kind of mental health services needed and whether the most 
appropriate care would come from a VA provider or a community-based source. This 
type of triage is critical, because effective mental health treatment is dependent 
upon a consistent, continuous-care relationship with a provider. Once a trusting 
therapeutic relationship is established between a veteran and a provider, that con- 
nection should not be disrupted because of a lack of VA resources, a local parochial 
decision, or for the convenience of the government. 

Moreover, it is imperative that if a veteran is referred by VA to a community re- 
source we would insist the care be coordinated with VA. According to the lOM study 
cited earlier, care coordination is at the center of integration, and has been identi- 
fied as a key component of high-quality health care. We agree. A critical component 
of care coordination is health information sharing between VA and non-VA pro- 
viders. Information flow increases the availability of patient utilization and quality 
of care data, and improves communication among providers inside and outside of 
VA. The absence of obtaining this kind of health information poses a barrier to im- 
plement patient care strategies such as care coordination, disease management, pre- 
vention, and use of care protocols. These are some of the principal flaws of VA’s cur- 
rent approach in fee-basis and contract care. 
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Today, as an evidence-based, data-driven and integrated health care system, VA 
has little meaningful information about how the care the Department currently pur- 
chases from outside communities affects clinical outcomes and health status of the 
veteran patient population receiving those services. 

DAV’s desire is to avoid this situation for veterans who may be referred by VA 
to receive mental health care from community sources, whether in TRICARE net- 
works or community mental health centers. VA commissioned the RAND Corpora- 
tion and the Altarum Institute to conduct an independent evaluation of the quality 
of the VA’s mental health care system; they released a technical report in October 
2011 titled. Veterans Health Administration Mental Health Program Evaluation. 
This report found a high degree to which veterans diagnosed with at least one of 
five mental health conditions also have difficulties with physical functioning and 
general health. That is, these veterans, while representing only 15 percent of the 
VHA patient population in 2007, accounted for one-third of all VHA health care 
costs because of their high levels of medical care consumption. 

Because of the likelihood these veterans will need more than only mental health 
services, VA must be able to coordinate outside care with the services it is able to 
directly provide, and do so in an integrated manner. Integrated health care means 
the delivery of comprehensive services that are well-coordinated, with effective com- 
munication and health information sharing among providers, whether they are in- 
side or outside of VA. Patients become informed and involved in their treatment, 
and when properly integrated, the care is high-quality and cost effective. 

DAV believes VA’s current authority to purchase by contract health care in the 
community ensures a continuum of medical care; however, this authority to date has 
been specifically intended by Congress to be a supportive (and restrictive) tool, to 
strengthen the VA health care system and improve the quality of health care pro- 
vided to veterans, while ensuring no diminution of services that VA provides di- 
rectly to veterans. 

Mr. Chairman, in accordance with DAV Resolution No. 212, adopted hy our mem- 
bers at our most recent National Convention in 2012, we urge VA to establish a pur- 
chased-care coordination program that complements the capabilities and capacities 
of each VA medical facility. Furthermore, we urge Congress and the Administration 
to conduct strong oversight of VA’s purchased-care program to ensure service-con- 
nected disabled veterans are not encumbered in receiving non-VA care at VA’s ex- 
pense. 

DAV RECOMMENDATIONS 

DAV has recommended that VA develop a proper triage, and a better mental 
health staffing model, to help VA clinicians manage their patient workloads to ad- 
dress the unique treatment needs of each veteran, and to tailor treatment ap- 
proaches to those needs. At your May 2012 hearing, VA also noted work was under- 
way on a prototype staffing model that was being tested in three Veterans Inte- 
grated Service Networks (VISN). We are anxious to learn of the progress of the de- 
termination on whether VA can deploy this prototype throughout its nationwide sys- 
tem, and whether it works well for mental health in particular. 

We have urged VA to be flexible and creative in its approach to solving this press- 
ing issue of mental health and readjustment needs of younger veterans, including 
the use of treatment options ranging from non-traditional alternative and com- 
plementary care, peer- and non-medical counseling, to traditional evidence-based 
therapies, depending on the needs of individuals. We look forward to hearing about 
VA’s progress in making these adjustments. 

CLOSING 

Despite obvious improvements, it is clear to us that much progress still needs to 
be accomplished by VHA to fulfill the nation’s obligations to veterans who are chal- 
lenged by serious and, in some cases, chronic mental illness, and particularly for 
younger veterans who are impacted by post-deployment mental health, repatriation, 
and transition challenges. Currently, we see the pressing need for more timely men- 
tal health services for many of our returning wartime wounded, injured and ill vet- 
erans, particularly in early intervention services for veterans with substance-use 
disorders, and for evidence-based treatments for those with PTSD, suicidal ideation, 
depression and other consequences of combat exposure. If these symptoms are not 
readily addressed at onset, they can easily compound and become chronic and life- 
long. The costs mount in personal, family, emotional, medical, financial and social 
damage to those who have honorably served their nation, and to society in general. 
Delays or failures in addressing these problems can result in self-destructive acts, 
job and family disintegration, incarceration, homelessness, and even suicide. 
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Mr. Chairman, DAV has previously testified, that in our considered opinion, send- 
ing these veterans out of the system en masse is not the answer — this group par- 
ticularly can benefit from VA’s expertise in treating post-traumatic stress, PTSD, 
substance-use disorders, TBI and other post-deployment transition challenges. To 
that end, it is essential that VHA address and resolve the barriers that obstruct 
mental health and substance abuse care and prevent consistent, timely access to 
care at VA facilities nationwide. 

Unfortunately, the problems in VA’s mental health programs are complex, and 
cannot be resolved by any single reform. The root causes for existing barriers to care 
are multiple, systems-based, longstanding, and complex. DAV urges VA to address 
these deficits by addressing the root causes, not solely managing symptoms of the 
problem. 

We believe the policy changes made by VA’s Office of Mental Health Services over 
the past decade are positive and will ultimately equate to better patient care and 
improved mental health outcomes — but significant challenges are evident and need 
continued attention, intensity, resources and oversight — and the development of 
sound and workable solutions to ease the pressure while meeting veterans’ needs. 
In our opinion, VHA must develop a number of short- and long-range goals to re- 
solve existing problems identified by the OIG, GAO, Congress and the veterans’ 
service organization (VSO) community. VHA must develop reliable data systems; fix 
the flaws in its appointment and scheduling system with effective policies and IT 
systems that fill the current gaps and are responsive to mental health needs; de- 
velop an accurate mental health staffing model that accounts for both primary and 
a multitude of complex specialty mental health capacity demands; revolutionize its 
hiring practices and eliminate the barriers that obstruct timely hiring of mental 
health providers and support staff; adjust its practices to address the complexities 
of co-occurring general health, mental health and psychosocial problems of veterans, 
in a truly patient-centered manner, and re-establish trust with the veterans that VA 
is charged to serve. 

The DAV appreciates the efforts made by VA to improve the safety, consistency, 
and effectiveness of mental health care programs for all veterans. We also appre- 
ciate that Congress is continuing to provide increased funding in pursuit of a com- 
prehensive set of services to meet the mental health needs of veterans, in particular 
veterans with wartime service who present post-deployment readjustment needs. 
We urge the Committee’s continued oversight of VA’s progress in fully implementing 
its Mental Health Strategic Plan and resolving the existing barriers that prevent 
some veterans from receiving the services they need to fully readjust and re- 
integrate following military service. 

Chairman Miller and Members of the Committee, this concludes my prepared 
statement. DAV appreciates the opportunity to provide this testimony for the record 
of this important hearing. 


Prepared Statement of Ralph Ibson 

Chairman Miller, Ranking Member Michaud and members of the Committee: 

We are grateful to you for conducting this hearing and for your continued over- 
sight on the important issue of Veterans’ Mental Health Care. Thank you for invit- 
ing Wounded Warrior Project (WWP) to offer our perspective. 

With WWP’s mission to honor and empower wounded warriors, our vision is to 
foster the most successful, well-adjusted generation of veterans in our nation’s his- 
tory. The mental health of our returning warriors is clearly a critical element. As 
has been well documented, PTSD and other invisible wounds can affect a warrior’s 
readjustment in many ways - impairing health and well-being, compounding the 
challenges of obtaining employment, and limiting earning capacity. VA does provide 
benefits and services that are helping some of our warriors overcome such problems, 
but there is much more to do. 

With the drawdown of forces in Afghanistan, more and more servicemembers will 
be transitioning to veteran status and the issues of engaging veterans and providing 
effective mental health care will continue to grow. We applaud the oversight and 
focus your Committee has provided, particularly regarding access to timely treat- 
ment, and we welcome such initial steps as VA hiring additional mental health pro- 
viders. But increased staffing alone will not close all the gaps we see in VA’s mental 
health system. 
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Engagement in Treatment as a First Step 

The scope of the problem is not limited to timely access. We see evidence sug- 

f esting that veterans at many VA facilities may not be getting the kind of mental 
ealth care they need or the appropriate intensity of care. In a recent survey of over 
13,000 WWP alumni, over a third of respondents reported difficulties in accessing 
effective mental health care. The identified reasons for not getting needed care were 
inconsistent treatment (eg. canceled appointments, having to switch providers, 
lapses in between sessions, etc.) and not being comfortable with existing resources 
at the VA. ^ Some report that the VA is quick to provide medications, ^ and others 
identify the limited types of treatment available as potential barriers. VA is press- 
ing clinicians to employ exposure-based therapies that - without adequate support — 
are too intense for some veterans, with the result that many drop out of treatment 
altogether. VA is also not reaching large numbers of returning veterans. As de- 
scribed by one of the leading mental health researchers on the mental health toll 
of the conflict in Afghanistan and Iraq, Dr. Charles W. Hoge, 

"... veterans remain reluctant to seek care, with half of those in need not utilizing 
mental health services. Among veterans who begin PTSD treatment with psycho- 
therapy or medication, a high percentage drop out.. .With only 50% of veterans seek- 
ing care and a 40% recovery rate, current strategies will effectively reach no more 
than 20% of all veterans needing PTSD treatment. ^ 

Without access or adequate care, one apparent consequence of only 1 out of 5 war- 
riors getting sufficient treatment is a disturbing rise in the number of suicides. Re- 
cent data have only begun to describe the issue. Past research has shown that vet- 
erans were at an increased risk of suicide during the 6 years after leaving active 
duty. There is an urgent need for intervention and an ongoing issue of identifying 
and tracking the scope of the problem. While access to care is the first step in pre- 
venting suicide, identifying the factors that lead warriors to drop out of therapy is 
a critical factor in reversing this troubling trend. 

Another area of needed engagement is on mental health treatment for victims of 
military sexual trauma (MST). Victims’ reluctance to report these traumatic inci- 
dents is well documented, but many also delay seeking treatment for conditions re- 
lating to that experience. ® The VA reports that some 1 in 5 women and 1 in 100 
men seen in its medical system responded “yes” when screened for MST. ® While re- 
searchers cite the importance of screening for MST and associated referral for men- 
tal health care, many victims do not currently seek VA care. Indeed, researchers 
have noted frequent lack of knowledge on the part of women veterans regarding eli- 
gibility for and access to VA care, with many mistakenly believing eligibility is 
linked to establishing service-connection for a condition. In-service sexual assaults 
have long-term health implications, including PTSD, increased suicide risk, major 
depression and alcohol or drug abuse and without outreach to engage victims of 
MST on needed care, the long-term impact may be intensified. ® 

With projections of only 1 in 5 veterans receiving adequate treatment, the impor- 
tance of early intervention and consequences of delaying mental health care, and 
the rising rates of suicide and MST, we must heed growing evidence that a majority 
of soldiers deployed to Afghanistan or Iraq are not seeking needed mental health 


1 Franklin, et al, 2012 Wounded Warrior Project Survey Report, ii (June 2012). WWP surveyed 
more than 13,300 warriors, and received responses from more than 5,600. (Hereinafter “WWP 
Survey”). 

2 Id. at 105. Studies document widespread off-label VA use of antipsychotic drugs to treat 
symptoms of PTSD, and the finding that one such medication is no more effective than a placebo 
in reducing PTSD symptoms. D. Leslie, S. Mohamed, and R. Rosenheck, “Off-Label Use of 
Antipsychotic Medications in the Department of Veterans’ Affairs Health Care System” 60(9) 
Psychiatric Services, 1175—1181 (2009); John Krystal, et ah, “Adjunctive Risperidone Treatment 
for Antidepressant-Resistant Symptoms of Chronic Military Service— Related PTSD: A Random- 
ized Trial,” 306(5) JAMA 493-502 (2011). 

^Charles W. Hoge, MD, “Interventions for War-Related Posttraumatic Stress Disorder: Meet- 
ing Veterans Where They Are,” JAMA, 306(5): (August 3, 2011) 548. 

"^http:! I articles.washingtonpost.com j 2013-O2-Ol!naticm\JZQ&GQZtil — 1 — afghanistan-war-vet- 
erans-suicide-rate-suicide-risk 

^Rachel Kimerling, et al., “Military-Related Sexual Trauma Among Veterans Health Adminis- 
tration Patients Returning From Afghanistan and Iraq,” 100(8) Am. J. Public Health, 1409-1412 
(2010). 

®U.S. Dept, of Veterans’ Affairs and the National Center for PTSD Fact Sheet, “Military Sex- 
ual Trauma,” available at http:tlwww.ptsd.va.gov/publiclpagesjmilitary-sexual-trauma-gen- 
eral.asp. 

^See Donna Washington, et al., “Women Veterans’ Perceptions and Decision-Making about 
Veterans Affairs Health Care,” 172(8) Military Medicine 812-817 (2007). 

®M. Murdoch, et al., “Women and War: What Physicians Should Know,” 21(S3) J. of Gen. In- 
ternal Medicine S5-S10 (2006). 



53 


care. ® While stigma and organizational barriers to care are cited as explanations 
for why only a small proportion of soldiers with psychological problems seek profes- 
sional help, soldiers’ negative perceptions about the utility of mental health care 
may be even stronger deterrents. To reach these warriors, we see merit in a strat- 
egy of expanding the reach of treatment, to include greater engagement, under- 
standing the reasons for negative perceptions of mental health care, and “meeting 
veterans where they are.” 

Importantly, current law requires VA medical facilities to employ and train war- 
riors to conduct outreach to engage peers in behavioral health care. Underscoring 
the benefit of warriors reaching out to other warriors, our recent survey found that 
nearly 30 percent identified talking with another Operation Enduring Freedom 
(OEFVOperation Iraqi Freedom (OIF) veteran as the most effective resource in cop- 
ing with stress. Many of our warriors benefit greatly from the counseling and 
peer-support provided at Vet Centers, but VA leaders are failing other warriors 
when they resist implementing a nearly two-year-old law that requires VA to pro- 
vide peer-support to OEF/OIF veterans at VA medical facilities as well. 

While high percentages of OEF/OIF veterans are not engaging or dropping out of 
mental health programs, peer support has been identified as a critical element in 
reversing that trend. Last August’s Executive Order on Improving Access to Mental 
Health Services for Veterans, Servicemembers, and Military Families was clear on 
improving care for the mental health needs of those who served in Iraq and Afghan- 
istan. We applaud its directive that VA hire and train 800 peer counselors by the 
end of this calendar year. We are concerned, however, that VA’s approach to the 
peer-support initiative in the Order is not focused or targeted to OEF/OIF veterans. 

In addition to peer outreach, enlisting family members in mental health care 
helps foster recovery and facilitates warrior engagement. VA has lagged in address- 
ing family issues and involving caregivers in mental health treatment, Given the 
impact of family support and strain on warriors’ resilience and recovery, more must 
be done to implement provisions of law to provide needed mental health care to vet- 
erans’ family members. 

The VA has certainly taken significant steps over the years to improve veterans’ 
access to mental health care. But for all the positive action taken, too many war- 
riors still have not received timely, effective treatment. In short, and as WWP has 
testified, wide gaps remain between well-intentioned policies and on-the-ground 
practices. 

Need for Outcome Measurements 

Against the backdrop of a series of congressional hearings highlighting long 
delays in scheduling veterans for mental health treatment, the VA last April re- 
leased plans to hire an additional 1900 mental health staff. While appreciative 
of VA’s course-reversal, WWP has urged that other related critical problems also be 
remedied. It is not clear that VA medical facilities are sufficiently flexible in accom- 
modating warriors. Access remains a problem, particularly for those living at a dis- 
tance from VA facilities and for those whose work or school requirements make it 
difficult to meet current clinic schedules. Mental health care must also be effective, 
of course. As one provider explained, 

“Getting someone in quickly for an initial appointment is worthless if there is no 
treatment available following that appointment.”'^^ 


^Paul Kim, et al. “Stigma, Negative Attitudes about Treatment, and Utilization of Mental 
Health Care Among Soldiers,” 23 Military Psychology 66 (2011). 

“Id. at 78. 

^^Hoge, supra note 14. 

i^National Defense Authorization Act for Fiscal Year 2013, Public Law 112-239, §730, (Jan. 
2, 2013). Additionally, the President issued an Executive Order in August 2012 which included 
among new steps to improve warriors’ access to mental health services, a commitment that VA 
would employ 800 peer-specialists to support the provision of mental health care. Exec. Order 
No. 13625 “Improving Access to Mental Health for Veterans, Service Members, and Military 
Families” (Aug. 31, 2012) 

13 WWP Survey, at 54. 

“Sec. 304, Public Law 111-163. 

i®Khaylis, A., et al. “Posttraumatic Stress, Family Adjustment, and Treatment Preferences 
Among National Guard Soldiers Deployed to OEF/OIF, ”176 Military Medicine 126-131(2011). 

i®VA Mental Health Care Staffing: Ensuring Quality and Quantity: Hearing Before the 
Subcomm. on Health of the H. Comm, on Veterans’ Affairs, 112th Cong. (May 8, 2012) (Testi- 
mony of Ralph Ibson, National Policy Director, Wounded Warrior Project). 

Dept, of Veterans’ Affairs Press Release, “VA to Increase Mental Health Staff by 1,900,” 
(Apr. 19, 2012), available at: http: 1 1 www.va.gov/opa/pressrel I pressrelease. cfm?id=2302. 

“Id. 
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Providing effective care requires building a relationship of trust between provider 
and patient - a bond that is not necessarily instantly established, Accordingly, 
congressional testimony highlighting that many VA medical centers routinely place 
patients in group-therapy settings rather than provide needed individual therapy 
merits further scrutiny. We have also urged more focus on the soundness and ef- 
fectiveness of the VA’s mental health performance measures; these track adherence 
to process requirements, but fail to assess whether veterans are actually improv- 
ing. 

Unfortunately, the imperative of meeting performance requirements can create 
perverse incentives, at odds with good clinical care. As one provider explained, “Vet- 
erans face many obstacles to care that are designed to meet ‘measures’ rather than 
good clinical care, i.e. having to wait hours to be seen in walk-in clinic as the only 
point of access, being forced to attend groups, etc.”®® Prior hearings also docu- 
mented instances of such measures being “gamed.”®® 

WWP has been encouraged by the VA’s willingness to dedicate research resources 
and additional mental health providers to addressing gaps in veterans’ mental 
health care. But it’s not necessarily just about reaching particular funding or staff- 
ing levels. It’s about outcomes — ultimately honoring and empowering warriors, and, 
in our view, about making this the most successful generation of veterans. It’s not 
enough for VA administrators to set performance metrics for timeliness or other 
process-measures (especially when those metrics may not adequately reflect the true 
situation), they must establish performance measures that recognize and reward 
successful treatment outcomes. 

Recent reports from VA Inspector General and Government Accountability Offices 
have highlighted the need for more effective measures to aid oversight. ®'^ ®® WWP 

shares concerns about scheduling and wait times and urges VA to implement a reli- 
able, accurate way to measure how long veterans are waiting for appointments in 
order to resolve problems effectively. Waiting too long during a time of intense need 
undermines a veteran’s trust in the system. 

The reports underscore concerns that VA is unable to measure a range of perti- 
nent mental health matters, including timely access, patient outcomes, staffing 
needs, numbers needing or provided treatment, provider productivity, and treatment 
capacity. Greater VA transparency and continued oversight into VA’s mental health 
care operations are starting points for closing those gaps. 

Need for Continued Congressional Oversight 

WWP welcomes the Department’s acknowledgment of a “need [for] improvement” 
in its mental health system. ®® While there has been movement in response to recent 
critical congressional oversight, the VA’s actions have often lacked needed trans- 
parency. To illustrate, the VA testified to having conducted a “comprehensive first- 


Mental Health Care Staffing: Ensuring Quality and Quantity: Hearing Before the 
Suhcomm, on Health of the H. Comm, on Veterans’ Affairs, 112th Cong. {May 8, 2012) (Testi- 
mony of Nicole Sawyer, PsyD, Licensed Clinical Psychologist). 

®®VA Mental Health Care: Evaluating Access and Assessing Care: Hearing Before the S. 
Comm, on Veterans’ Affairs, 112th Cong. (Apr. 25, 2012) (Testimony of Nicholas Tolentino, OIF 
Veteran and former VA medical center administrative officer). 

®^VA Mental Health Care Staffing: Ensuring Quality and Quantity: Hearing Before the Sub- 
committee on Health of the H. Comm, on Veterans’ Affairs, 112th Cong. (2012) (Testimony of 
Ralph Ibson), supra note 21. 

22 WWP Survey of VA Mental Health Staff (2011). 

®®As one WWP-survey respondent explained in describing practices at a VA facility, “Unrea- 
sonable barriers have been created to limit access into Mental Health treatment, especially ther- 
apy. Vets must go to walk-in clinic so they are never given a scheduled initial appointment. 
Walk-in only provided medication management, but Vets who just want therapy must still go 
to walk-in. After initial intake, Vets are required to attend a group session, typically a month 
out. After completing the group session, Vets can be scheduled for individual therapy, typically 
another month out. Performance measures are gamed. When a consult is received, the Veteran 
is called and told to go to walk-in. The telephone call is not documented directly (that would 
activate a performance measure) . . . Then the consult is completed without any services being 
provided to the Veteran. Vets often slip through the cracks since there is no follow-up to see 
if they actually went to walk-in. Focus of the Mental Health [sic] is to make it appear as if 
access is meeting measures. There is no measure for follow-up, so even if Vets get into the sys- 
tem in a reasonable time, the actual treatment is significantly delayed. Trauma work is almost 
impossible to do since appointments tend to be 6—8 weeks apart.” 

^’^U.S. General Accountability Office, “Reliability and Reported Outpatient Medical Appoint- 
ment Wait Times and Scheduling Oversight Need Improvement,” GAO— 13-130 {Dec 2012). 

®^VA Office of Inspector General, “Review of Veterans’ Access to Mental Health Care’” (Apr 
2012 ). 

®®VA Mental Health Care Staffing: Ensuring Quality and Quantity: Hearing Before the 
Suhcomm. on Health of the H. Comm, on Veterans’ Affairs, 112th Cong. (May 8, 2012) (Testi- 
mony of Eric Shinseki, Secretary of the Dept, of Veterans’ Affairs). 
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hand assessment of the mental health program at every VA medical center,” but 
it would not afford advocates the opportunity to participate in such visits (despite 
a request to do so) and has not disclosed its site-visit findings, the expectations for 
each such facility, or facility remediation plans. The VA also cited its adoption, on 
a pilot basis, of a prototype mental health staffing model, without meaningful expla- 
nation of the foundation or reliability of its model. VA Central Office recently also 
surveyed mental health field staff; but while its survey effort could represent a 
healthy step, officials have neither disclosed the survey findings nor indicated how 
the data might be used, if at all. 

It bears emphasizing that PTSD and other war-related mental health conditions 
can be successfully treated - and in many cases, VA clinicians and Vet Center coun- 
selors are helping veterans recover and thrive. I5ut these problems have their origin 
in service, and more can and must be done both to prevent and to treat behavioral 
health problems at the earliest point - during, rather than after, service. That will 
require not only overcoming negative perceptions among servicemembers about 
mental health care, but affording them assurance of confidentiality. Vet Centers 
- long a source of confidential, trusted care — can and should be a greater resource. 
Provisions of the National Defense Authorization Act for 2013 (NDAA) direct both 
DoD and the VA, respectively, to close critical gaps in their mental health systems, 
targeting particularly the importance of suicide prevention in the armed forces and 
the VA’s need to provide wounded warriors timely, effective mental health care. 
Among its provisions, the NDAA requires the VA - in consultation with an expert 
study committee under the auspices of the National Academy of Sciences (NAS)- to 
establish and implement both mental health staffing guidelines and comprehensiye 
measures to assess the timeliness and effectiyeness of its mental health care. 
WWP urges VA to giye high priority to entering into a contract with NAS as soon 
as possible - and bring some “sunshine” and outside expertise into what should be 
an important step toward improying VA behayioral health care. 

Finally, as we suggested in testimony before the Health Subcommittee last May, 
it is important to consider the “culture” within which VA mental health care is pro- 
yided. As one clinician described it succinctly in responding to a WWP survey, 

“The reality is that the VA is a top-down organization that wants strict obedience 
and does not want to hear about problems.” 

Mental health staff at some VA facilities have described a leadership climate that 
employs a command and control model that imposes administrative requirements 
which too often compromise providers’ exercise of their own clinical judgment, and 
thus frustrate effective treatment. 

Without answers to what Central Office has learned through its site visits or sur- 
veys about the extent to which clinicians have needed latitude to exercise their best 
clinical judgment, we are left to question whether morale or other problems com- 
promise effective mental health care and whether remedial steps are being taken. 
We cannot answer such questions without greater VA transparency. 

In the recent past, congressional oversight has been a critical catalyst in identi- 
fying the need for major system improvements in the provision of mental health 
care for wounded warriors and in effecting necessary reforms. Such vigilant over- 
sight must continue in order to close remaining gaps in VA’s mental health system. 
Among these, we urge that congressional oversight include focusing on the fol- 
lowing: 

o Given new statutory requirements to work with the NAS to establish new staff- 
ing guidelines and measures to assess timeliness and effectiveness of mental 
health care, the VA must give high priority to expeditiously contract with NAS 
to conduct the necessary assessments and establish the framework for reforms 
required by law; 

o DoD and the VA must work collaboratively, not simply to improve access to 
mental health care, but to identify and further research the reasons for — and 
solutions to - warriors’ resistance to seeking such care; 

o As provided for in law and Executive Order, the VA in 2013 must carry out 
large-scale training and employment of at least 800 returning warriors (who 


27 Id. 

2 ® See Lt. Col. Paul Dean and Lt. Col. Jeffrey McNeil, “Breaking the Stigma of Behavioral 
Healthcare,” U.S. Army John F. Kennedy Special Warfare Center and School, 25(2) Special War- 
fare (2012), available at: http: 1 1 wiviv.soc.mil 1 swcS ! SWmag I archive / SW2502 1 

SW2502BreakitigTheStigmaOfBehavioralHealthcare.html. 

22 National Defense Authorization Act for Fiscal Year 2013, supra note 18, at §§ 580—583 and 
723-730. 

2° Id. at § 726. 
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have themselves experienced combat stress) to provide peer-outreach and peer- 
support services as part of VA’s provision of mental health care to wounded 
warriors, and DoD must support that initiative by referring servicemembers to 
be considered for such employment; 

o The VA should partner with and assist community entities or collaborative com- 
munity programs in providing needed mental health services to wounded war- 
riors, to include providing training to clinicians on military culture and the 
combat experience; 

o The VA must implement provisions of law that require it to provide needed 
mental health services to immediate family members of veterans whose own 
war-related mental health issues may diminish their capacity to support those 
warriors; 

o The VA should improve coordination between its medical facilities and Vet Cen- 
ters, and increase both Vet Center staffing and the number of Vet Center sites, 
with emphasis on locating new ones near military facilities; and 

o The VA should provide for Vet Center staff to participate in VSO-operated rec- 
reational programs that are designed to encourage veterans’ readjustment, as 
provided for by law. 

Thank you for consideration of WWP’s views on this most important subject. 


Prepared Statement of Robert A. Petzel 

Good morning. Chairman Miller, Ranking Member Michaud and Members of the 
Committee. Thank you for the opportunity to discuss VA’s delivery of comprehensive 
mental health care and services to the Nation’s Veterans and their families. I am 
accompanied today by Dr. Mary Schohn, Director, Office of Mental Health Oper- 
ations; Dr. Sonja Batten, Deputy Chief Consultant for Specialty Mental Health; and 
Dr. Janet Kemp, National Mental Health Program Director, Suicide Prevention and 
Community Engagement, all from the Veterans Health Administration (VHA)’s Of- 
fice of Patient Care Services, Mental Health Services. 

Since September 11, 2001, more than two million Servicemembers have deployed 
to Iraq or Afghanistan with unprecedented duration and frequency. Long deploy- 
ments and intense combat conditions require optimal support for the emotional and 
mental health needs of our Veterans and their families. VA continues to develop and 
expand its mental health delivery system. Since 2009, VA has learned a great deal 
about both the strengths of our mental health care system, as well as areas that 
need improvement. VA constantly strives to enhance the services provided to our 
Veterans and will use any data and assessments to achieve that goal. 

VA is working closely with our Federal partners to implement President Barack 
Obama’s Executive Order 13625, “Improve Access to Mental Health Services for Vet- 
erans, Service Members, and Military Families,” signed on August 31, 2012. The ex- 
ecutive order reaffirmed the President’s commitment to preventing suicide, increas- 
ing access to mental health services, and supporting innovative research on relevant 
mental health conditions. The executive order strengthens suicide prevention efforts 
by increasing capacity at the Veterans/Military Crisis Line and through supporting 
the implementation of a national suicide prevention campaign. The executive order 
supports recovery-oriented mental health services for Veterans by directing the hir- 
ing of 800 peer specialists, to bring this expertise to our mental health teams. It 
also supports VA in using a variety of recruitment strategies to hire 1,600 new men- 
tal health clinicians and 300 administrative personnel in support of the mental 
health programs. Furthermore, it strengthens building partnerships between VA 
and community providers by directing VA to work with the Department of Health 
and Human Services (HHS), to establish 16 pilot agreements with HHS-funded com- 
munity clinics to improve access to mental health services in pilot communities, and 
to develop partnerships in hiring providers in rural areas. Finally, it promotes men- 
tal health research and development of more effective treatment methodologies in 
collaboration between VA, Department of Defense (DOD), HHS, and Department of 
Education. 

VHA has begun work on implementation of Fiscal Year 2013 National Defense 
Authorization Act (P.L. 112-239) (NDAA), signed on January 2, 2013, including de- 
veloping measures to assess mental health care timeliness, patient satisfaction, ca- 
pacity and availability of evidence-based therapies, as well as developing staffing 
guidelines for specialty and general mental health. In addition, VA is formulating 
a contract with the National Academy of Sciences to consult on the development and 
implementation of measures and guidelines, and to assess the quality of mental 
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health care. VA is also expanding efforts to recruit mental health providers without 
compensation to support delivery of mental health services. 

My written statement will describe how VA delivers quality mental health care 
and engages in ongoing research in such specialty areas as post-traumatic stress 
disorder (PTSD), military sexual trauma, and suicide prevention. It will then cover 
how we are refining mental health access, and finally examine VA’s recent enhance- 
ment of mental health staffing. 

I. Mental Health Care 

VA operates one of the highest-quality care systems. VA is a pioneer in mental 
health research, discovering and utilizing effective, high-quality, evidence-based 
treatments. It has made deployment of evidence-based therapies a critical element 
of its approach to mental health care. State-of-the-art treatment, including both 
psychotherapies and biomedical treatments, are available for the full range of men- 
tal health problems, such as PTSD, consequences of military sexual trauma, sub- 
stance use disorders, and suicidality. While VA is primarily focused on evidence- 
based treatments, we are also monitoring and assessing those complementary and 
alternative treatment methodologies that need further research, such as meditation 
in the care of PTSD. Our ultimate desired outcome is a healthy Veteran. 

VHA provides a continuum of recovery-oriented, patient-centered services across 
outpatient, residential, and inpatient settings. VA has trained over 4,700 VA mental 
health professionals to provide two of the most effective evidence-based 
psychotherapies for PTSD: Cognitive Processing Therapy and Prolonged Exposure 
Therapy. The Institute of Medicine (lOM) report and the VA/DOD Clinical Practice 
Guideline have consistently affirmed the efficacy of these treatment approaches. 
Furthermore, VA operates the National Center for PTSD, which guides a national 
PTSD Mentoring program, working with every specialty PTSD program across the 
country to improve care. The Center has also begun to operate a PTSD Consultation 
Program open to any VA practitioner (including primary care practitioners and 
Homeless Program coordinators) who requests expert consultation regarding a Vet- 
eran in treatment with PTSD. So far, 500 VA practitioners have utilized this serv- 
ice. The Center further supports clinicians by sending subscribers updates on the 
latest clinically relevant trauma and PTSD research, including the Clinician’s Trau- 
ma Update Online, PTSD Research Quarterly, and the PTSD Monthly Update. As 
lOM observed in its recent report, “Spurred by the return of large numbers of vet- 
erans from [Operation Enduring Freedom/Operation Iraqi Freedom/Operation New 
Dawn (OEF/OIF/OND)], the VA has substantially increased the number of services 
for veterans who have PTSD and worked to improve the consistency of access to 
such services. Every medical center and at least the largest community-based out- 
patient clinics are expected to have specialized PTSD services available onsite. Men- 
tal health staff members devoted to the treatment of OIF and OFF veterans have 
also been deployed throughout the system.” ^ 

Specialized care is available for Veterans who experienced military sexual trauma 
(MST) while serving on active duty or active duty for training. All sexual trauma- 
related care and counseling is provided free of charge to all Veterans, even if they 
are not eligible for other VA care. In FY 2012, every VHA facility provided MST 
related outpatient care to both women and men and over 725,000 outpatient MST- 
related mental health clinical visits were provided to 64,161 Veterans with a posi- 
tive MST screen. This is a 13.3 percent increase from the previous year (FY 2011). 
Additionally, in FY 2012, of those who received care in a VA medical center or clinic, 
over 500,000 Veterans with a Substance Use Disorder (SUD) diagnosis received 
treatment for this problem. VA developed and disseminated clinical guidance to 
newly hired SUD-PTSD specialists who are promoting integrated care for these co- 
occurring conditions, and provided direct services to over 18,000 of these Veterans 
in FY 2012. 

Use of complementary and alternative medicine (CAM) for treating mental health 
problems is widespread in VA. A 2011 survey of all VA facilities by VA’s Healthcare 
Information and Analysis Group found that 89 percent of VA facilities offered CAM. 
VA’s Office of Research and Development (ORD) recently undertook a dedicated ef- 
fort to evaluate CAM in the treatment of PTSD with the solicitation of research ap- 
plications examining the efficacy of meditative approaches to PTSD treatment. The 
result was three new clinical trials; all are currently underway, recruiting partici- 
pants with PTSD. VA has also begun pilot testing a mechanism for conducting 
multi-site clinical CAM demonstration projects within mental health that will pro- 
vide a roadmap for identifying innovative treatment methods, measuring their effi- 


1 Institute of Medicine of the National Academies. Treatment for Posttraumatic Stress Dis- 
order in Military and Veteran Populations Initial Assessment. July 13, 2012. 
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cacy and effectiveness, and generating recommendations for system-wide implemen- 
tation as warranted by the data. Nine medical facilities with meditation programs 
were selected for participation in the clinical demonstration projects. A team of sub- 
ject matter experts in mind-body medicine from the University of Rochester has 
been asked to provide an objective, external evaluation. The majority of the clinical 
demonstration projects are expected to be completed by March 2013, and the aggre- 
gate final report by the outside evaluation team is due later in 2013. 

Veteran Suicide 

Even one Veteran suicide is too many. VA is absolutely committed to ensuring the 
safety of our Veterans, especially when they are in crisis. Our suicide prevention 
program is based on the principle that in order to decrease rates of suicide, we must 
provide enhanced access to high quality mental health care and develop programs 
specifically designed to help prevent suicide. In partnership with the Substance 
Abuse and Mental Health Services Administration’s National Suicide Prevention 
Lifeline, the Veterans Crisis Line (VCL) connects Veterans in crisis and their fami- 
lies and friends with qualified, caring Department of Veterans Affairs responders 
through a confidential toll-free hotline that offers 24/7 emergency assistance. VCL 
has recently expanded to include a chat option and texting option for contacting the 
Crisis Line. Since its establishment five years ago, the VCL has made approxi- 
mately 26,000 rescues of actively suicidal Veterans. The program continues to save 
lives and link Veterans with effective ongoing mental health services on a daily 
basis. In FY 2012, VCL received 193,507 calls, resulting in 6,462 rescues, any one 
of which may have been life-saving. In accordance with the President’s August 31, 
2012, Executive Order, VA has completed hiring and training of additional staff to 
increase the capacity of the Veterans Crisis Line by 50 percent. However, VCL is 
only one component of the VA overarching suicide prevention program that is based 
on the premise that ready access to high quality care can prevent suicide. 

VA has placed Suicide Prevention Teams at each facility. The leaders of these 
teams, the Suicide Prevention Coordinators, are specifically devoted to preventing 
suicide among Veterans, and the implementation of the program at their facilities. 
The coordinators play a key role in VA’s work to prevent suicide both in individual 
patients and in the entire Veteran population. Among many other functions, coordi- 
nators ensure that referrals from all sources, including the Crisis Line, e-mail, and 
word of mouth referrals are appropriately responded to in a timely manner. Coordi- 
nators educate their colleagues. Veterans and families about risks for suicide, co- 
ordinate staff education programs about suicide prevention, and verify that clinical 
providers are trained. They provide enhanced treatment monitoring for veterans at 
risk. They assure continued care and treatment by verifying that each “high risk” 
Veteran has a medical record notification entered; that they receive a suicide-spe- 
cific enhanced care package, and any missed appointments are followed up on. The 
coordinators track and monitor all suicide-related events in an internal data collec- 
tion system. This allows VA to determine trends and common risk factors, and pro- 
vides information on where and how best to address concerns. 

VA has developed two hubs of expertise, one at the Canandaigua Center of Excel- 
lence for Suicide Prevention (Canandaigua, NY), and another at the VISN 19 Men- 
tal Illness Research Education and Clinical Center (Denver, CO), to conduct re- 
search regarding intervention, treatments and messaging approaches and has devel- 
oped a Suicide Consultation Program for practitioners that opened in 2013 and is 
already in use. 

On February 1, 2013, VA released a report on Veteran suicides, a result of the 
most comprehensive review of Veteran suicide rates ever undertaken by the VA. The 
report shows current interventions and programs have been able to maintain rel- 
atively stable rates despite increasing rates of suicide in like populations in Amer- 
ica. With assistance from state partners providing real-time data, VA is now better 
able to assess the effectiveness of its suicide prevention programs and identify spe- 
cific populations that need targeted interventions. This new information will assist 
VA to identify where at risk Veterans may be located and improve the Department’s 
ability to target specific suicide interventions and outreach activities in order to 
reach Veterans early and proactively. The data will also help VA continue to exam- 
ine the effectiveness of suicide prevention programs being implemented in specific 
geographic locations (e.g., rural areas), as well as care settings, such as primary 
care in order to replicate effective programs in other areas. 

II. Mental Health Care Access 

At VA, we have the opportunity, and the responsibility, to anticipate the needs 
of returning Veterans. Mental health care at VA is an unparalleled system of com- 
prehensive treatments and services to meet the individual mental health needs of 
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Veterans. We have many entry points for VHA mental health care: through our 162 
medical centers, 821 community-hased outpatient clinics, 300 Vet Centers that pro- 
vide readjustment counseling, the Veterans Crisis Line, VA staff on college and uni- 
versity campuses and other outreach efforts. 

Since FY 2006, the number of Veterans receiving specialized mental health treat- 
ment has risen each year, from 927,052 to more than 1.3 million in FY 2012, partly 
due to proactive screening to identify Veterans who may have symptoms of depres- 
sion, PTSD, problematic use of alcohol, or who have experienced MST. Outpatient 
visits have increased from 14 million in FY 2009 to over 17 million in FY 2012. Vet 
Centers are another avenue for access, providing services to 193,665 Veterans and 
their families in FY 2012. The Vet Center Combat Call Center, an around-the-clock 
confidential call center where combat Veterans and their families can talk with 
staff, comprised of fellow combat Veterans from several eras, has handled over 
37,300 calls in FY 2012. The Vet Center Combat Call Center is a peer support line, 
providing a complementary resource to the Veterans Crisis Line, which provides 24/ 
7 crisis intervention services. This represents a nearly 470 percent increase from FY 
2011 . 

In response to increased demand over the last four years, VA has enhanced its 
capacity to deliver needed mental health services and to improve the system of care 
so that services can be more readily accessed by Veterans. VA believes that mental 
health care must constantly evolve and improve as new research knowledge becomes 
available. As more Veterans access our services, we recognize their unique needs 
and needs of their families — many of whom have been affected by multiple, lengthy 
deployments. In addition, proactive screening and an enhanced sensitivity to issues 
being raised by Veterans have identified areas for improvement. 

For example, in August 2011, VA conducted an informal survey of line-level staff 
at several facilities, and learned of concerns that Veterans’ ability to schedule timely 
appointments may not match data gathered by VA’s performance management sys- 
tem. These providers articulated constraints on their ability to best serve Veterans, 
including inadequate staffing, space shortages, limited hours of operation, and com- 
peting demands for other types of appointments, particularly for compensation and 
pension or disability evaluations. In response to this finding, VA took three major 
actions. First, VA developed a comprehensive action plan aimed at overcoming bar- 
riers to access, and addressing the concerns raised by its staff in the survey as well 
as concerns raised by Veterans and Veterans groups. Second, VA conducted focus 
groups with Veterans and VA staff, conducted through a contract with Altarum, to 
better understand the issues raised by front-line providers. Third, VA conducted a 
comprehensive first-hand assessment of the mental health program at every VA 
medical center and is working within its facilities and Veterans Integrated Service 
Networks (VISNs) to improve mental health programs and share best practices. 

Ensuring access to appropriate care is essential to helping Veterans recover from 
the injuries or illnesses they incurred during their military service. Access can be 
realized in many ways and through many modalities, including: 

• through face-to-face visits; 

• telehealth; 

• phone calls; 

• online systems; 

• mobile apps and technology; 

• readjustment counseling; 

• outreach; 

• community partnerships; and 

• academic affiliations. 

Face-to-Face Visits 

In an effort to increase access to mental health care and reduce the stigma of 
seeking such care, VA has integrated mental health into primary care settings. The 
ongoing transfer of VA primary care to Patient Aligned Care Teams will facilitate 
the delivery of an unprecedented level of mental health services. As the recent lOM 
report on Treatment for Posttraumatic Stress Disorder in Military and Veteran Pop- 
ulations noted, it is VA policy to screen every patient seen in primary care in VA 
medical settings for PTSD, MST, depression, and problem drinking. ^ The screening 
takes place during a patient’s first appointment, and screenings for depression and 
problem drinking are repeated annually for as long as the Veteran uses VA services. 
Furthermore, PTSD screening is repeated annually for the first 5 years after the 


2 Institute of Medicine of the National Academies. Treatment for Posttraumatic Stress Dis- 
order in Military and Veteran Populations Initial Assessment. July 13, 2012. 
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most recent separation from service and every 5 years thereafter. Systematic screen- 
ing of Veterans for conditions such as depression, PTSD, problem drinking, and 
MST has helped VA identify more Veterans at risk for these conditions and provided 
opportunities to refer them to specially trained experts. The PTSD screening tool 
used by VA has been shown to have high levels of sensitivity and specificity. 

Since the start of FY 2008, VA has provided more than 2.5 million Primary Care- 
Mental Health Integration (PC-MHI) clinical visits to more than 700,000 unique 
Veterans. This improves both access by bringing care closer to where the Veteran 
can most easily receive these services, and quality of care by increasing the coordi- 
nation of all aspects of care, both physical and mental. Among primary care patients 
with positive screens for depression, those who receive same-day PC-MHI services 
are more than twice as likely to receive depression treatment than those who did 
not. Treatment works and there is hope for recovery for Veterans who need mental 
health care. These are important advances, particularly given the rising numbers 
of Veterans seeking mental health care. 

Telehealth 

VA offers expanded access to mental health services with longer clinic hours, tele- 
mental health capability to deliver services, and standards that mandate rapid ac- 
cess to mental health services. Telemental health allows VA to leverage technology 
to provide Veterans quicker and more efficient access to mental health care by re- 
ducing the distance they have to travel, increasing the flexibility of the system they 
use, and improving their overall quality of life. This technology improves access to 
general and specialty services in geographically remote areas where it can be dif- 
ficult to recruit mental health professionals. Currently, the clinic-based telehealth 
program involves the more than 580 VA community-based outpatient clinics 
(CBOCs) where many Veterans receive primary care. In areas where the CBOCs do 
not have a mental health care provider available, VA is implementing a new pro- 
gram to use secure video teleconferencing technology to connect the Veteran to a 
provider within VA’s nationwide system of care. Further, the program is expanding 
directly into the home of the Veteran with VA’s goal to connect approximately 2,000 
patients by the end of FY2013 using Internet Protocol (IP) video on Veterans’ per- 
sonal computers. 

Mobile Apps and Technology 

VA has made massive strides towards providing all of those in need with evi- 
dence-based treatments, and we are now working to optimize the delivery of these 
tools by using novel technologies. From delivery of the treatments to rural Veterans 
in their homes, to supporting treatment protocols with mobile apps, VA’s objective 
is to consistently deliver the highest quality mental health care to Veterans wher- 
ever they are. The multi-award winning PTSD Coach, co-developed with the DOD, 
has been downloaded nearly 100,000 times in 74 countries since mid-2011. It is 
being adapted by government agencies and non-profit organizations in 7 other coun- 
tries including Canada and Australia. This app is notable as it aims to assist Vet- 
erans with recognizing and managing PTSD symptoms, whether or not they are 
comfortable engaging with VA mental health care. 

For those who are kept from needed care because of logistics or fear of stigma, 
PTSD Coach provides an opportunity to better understand and manage the symp- 
toms associated with PTSD as a first step toward recovery. For those who are work- 
ing with VA providers, whether in specialty clinics or primary care, this app pro- 
vides evidence-informed tools for self-management and symptom tracking between 
sessions. VA is planning to shortly roll out a version of this app that is connected 
to the electronic health record for active VA patients. 

A wide array of mobile applications to support the evidence-based mental and be- 
havioral health care of Veterans will be rolled out over the course of 2013. These 
apps are intended to be used in the context of clinical care with trained profes- 
sionals and are based on gold-standard protocols for addressing smoking cessation, 
PTSD and suicidality. 

Apps for self-management of the consequences of traumatic brain injury and crisis 
management, some of the more challenging issues facing Veterans and our 
healthcare system, will follow later in the year. Mobile apps can help Veterans build 
resilience and manage day-to-day challenges even in the absence of mental health 
disorders. Working with DOD, VA will release mobile apps for problem-solving and 
parenting in 2013 to help Veterans navigate common post-deployment challenges. 
Because we understand that healthy families are at the center of a healthy life, we 
are creating tools for families and caregivers of Veterans as well, including the 
PTSD Family Coach, a mobile app geared towards friends and families that is ex- 
pected to be rolled out in mid-2013. 
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Technology allows us to extend our reach, not just beyond the clinic walls but to 
those who need help but have not yet sought our services, and to those who care 
for them and support their personal and professional missions. In November 2012, 
VA and DoD launched www.startmovin^orward.org, interactive Web-based edu- 
cational life-coaching program based on the principles of Problem Solving Therapy. 
It allows for anonymous, self-paced, 24-hour-a-day access that can be used inde- 
pendently or in conjunction with mental health treatment. 

Readjustment Counseling - Vet Centers 

In addition to integrating mental health care with primary care, VA provides a 
full range of face-to-face readjustment counseling services through the network of 
300 community-based Vet Centers located in all 50 states, the District of Columbia, 
American Samoa, Guam, Puerto Rico, and the U.S. Virgin Islands. In FY 2012, the 
Vet Centers experienced over 1.5 million visits from Veterans and their families, a 
9 percent increase in visits from FY 2011. The Vet Center program has cumulatively 
provided services to 458,795 OEF/OIF/OND Veterans and their families. This rep- 
resents over 30 percent of the OEF/OIF/OND Veterans that have left active duty. 

The Vet Centers provide targeted outreach to returning combat Veterans through 
a fleet of 70 Mobile Vet Centers that can provide confidential counseling and out- 
reach to Veterans who live geographically distant from VA facilities, ensuring avail- 
ability of access to mental health care for Veterans, no matter where they may live. 
In 2010, Public Law 111-163 expanded eligibility of Vet Center services to members 
of the Armed Forces (and their family members), including members of the National 
Guard or Reserve, who served on active duty in the Armed Forces in OEF/OIF/OND. 
VA and DOD are working together to implement this expansion of services. 

The recently passed FY 2013 NDAA also includes provisions that expand the peer 
support counseling program to members of the Armed Forces and expand the Vet 
Center program to include counseling to certain members of the Armed Forces and 
their family members. One cornerstone of the Vet Center program’s success is the 
added level of confidentiality for Veterans and their families. Vet Centers maintain 
a separate system of record which affords the confidentiality vital to serving a com- 
bat-exposed warrior population. Without the Veteran’s voluntary signed authoriza- 
tion, the Vet Centers will not disclose Veteran client information unless required by 
law. Early access to readjustment counseling in a safe and confidential setting goes 
a long way to reducing the risk of suicide and promotes the recovery of 
Servicemembers returning from combat. Furthermore, more than 72 percent of all 
Vet Center staff are Veterans themselves. This allows the Vet Center staff to make 
an early empathic connection with Veterans who might not otherwise seek services 
even if they are much needed. 

Outreach 

In November 2011, VA launched an award-winning, national public awareness 
campaign. Make the Connection, aimed at reducing the sti^a associated with seek- 
ing mental health care and informing Veterans, their families, friends, and members 
of their communities about VA resources (www.maketheconnection.net). The candid 
Veteran videos on the Web site have been viewed over 4 million times, and over 
1.5 million individuals have “liked” the Facebook page for the campaign 
(www.facebook.com/VeteransMTC). AboutFace, launched in May 2012, is a com- 
plementary public awareness campaign created by the National Center for PTSD 
(www.ptsd.va.gov/public/about — face.html). This initiative aims to help Veterans rec- 
ognize whether the problems they are dealing with may be PTSD related and to 
make them aware that effective treatment can help them “turn their lives around.” 
The National Center for PTSD has been using social media to reach out to Veterans 
utilizing both Facebook and Twitter. In FY 2012, there were 18,000 Facebook “fans” 
(up from 1,800 in 2011), making 16 posts per month and almost 7,000 Twitter fol- 
lowers (up from 1,700 in 2011) with 20 “tweets” per month. The PTSD Web site, 
www.ptsd.va.gov, received 2.3 million visits during FY2012. 

VA, in collaboration with DOD, continues to focus on suicide prevention though 
its year-long public awareness campaign, “Stand By Them,” which encourages fam- 
ily members and friends of Veterans to know the signs of crisis and encourage Vet- 
erans to seek help, or to reach out themselves on behalf of the Veteran using online 
services on www.veteranscrisisline.net. VA’s current suicide awareness and edu- 
cation Public Service Announcement titled “Common Journey” has been running in 
the top one percent of the PSA Nielsen ratings since before the holidays. It is now 
being replaced with a PSA designed specifically to augment the Stand By Them 
Campaign titled “Side By Side,” which was launched nationally in January 2013. 

In order to further serve family members who are concerned about a Veteran, VA 
has expanded the “Coaching Into Care” call line nationally after a successful pilot 
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in two VISNs. Since the inception of the service January 2010 through November 
2012, “Coaching Into Care” has logged 5,154 total calls and contacts. Seventy per- 
cent of the callers are female, and most callers are spouses or family members. On 
49 percent of the calls, the target is a Veteran of OEF/OIF/OND conflicts; Vietnam 
or immediately post-Vietnam era Veterans comprises the next highest portion (27 
percent). 

Community Partnerships 

VA recently developed and released a “Community Provider Toolkit” which is an 
on-line resource for community mental health providers to learn more about mental 
health needs and treatments for Veterans. The Veterans Crisis Line has approxi- 
mately 50 Memoranda of Agreement with community and internal VA organizations 
to refer callers, accept calls, and provide and receive services for callers. Further- 
more, suicide Prevention Coordinators at each VA facility are required to provide 
a minimum of 5 outreach activities a month to their communities to increase aware- 
ness of suicide and promote community involvement in the area of Veteran suicide 
prevention. 

VA has been working closely with outside resources to address gaps and create 
a more patient-centric network of care focused on wellness-based outcomes. In re- 
sponse to the Executive Order, VA is working closely with HHS to establish 15 pilot 
projects with community-based providers, such as community mental health clinics, 
community health centers, substance abuse treatment facilities, and rural health 
clinics, to test the effectiveness of community partnerships in helping to meet the 
mental health needs of Veterans in a timely way. These are being established in 
areas where there are access issues or staffing concerns. 

VHA will continue to work closely with DOD to educate Servicemembers, VA 
staff. Veterans and their families, public officials. Veterans Service Organizations, 
and other stakeholders about all mental health resources that are available in VA 
and with other community partners. VA has partnered with DOD to develop the VA/ 
DOD Integrated Mental Health Strategy (IMHS) to advance a coordinated public 
health model to improve access, quality, effectiveness and efficiency of mental 
health services for Servicemembers, National Guard and Reserve, Veterans, and 
their families. 

Academic Affiliations and Training 

VA is strategically working with universities, colleges and health professional 
training institutions across the country to expand their curricula to address the new 
science related to meeting the mental and behavioral needs of our Nation’s Vet- 
erans, Servicemembers, Wounded Warriors, and their family members. In addition 
to ongoing job placement and outreach efforts through VetSuccess, VA has imple- 
mented a new outreach program, “Veterans Integration to Academic Leadership,” 
that places VA mental health staff at 21 colleges and universities to work with Vet- 
erans attending school on the GI Bill. 

VA’s Office of Academic Affiliations trains roughly 6,400 trainees in mental health 
occupations per year (including 3,400 in psychiatry, 1,900 in psychology, and 1,100 
in social work, plus clinical pastoral education positions). Currently, VA has one of 
only two accredited psychology internship programs in the entire state of Alaska. 
VA is committed to expanding training opportunities in mental health professions 
in order to build a pipeline of future VA health care providers. VA continues to ex- 
pand mental health training opportunities in Nursing, Pharmacy, Psychiatry, Psy- 
chology, and Social Work. For example, over 202 positions were approved to begin 
in academic year 2013-2014 at 43 VHA facilities focused on the expansion of exist- 
ing accredited programs in integrated care settings such as General Outpatient 
Mental Health Clinics or Patient Aligned Care Teams (PACT). These include over 
86 training positions for Outpatient Mental Health Interprofessional Teams and 116 
training positions for PACTs with Mental Health Integration, specifically 12 posi- 
tions in Nursing, 43 in Pharmacy, over 34 in Psychiatry, 62 in Psychology, and 51 
in Social Work. The Office of Academic Affiliations is scheduled to release the Phase 
II Mental Health Training Expansion Request for Proposals in Spring 2013 which 
will further assist with VA future workforce needs. 

III. Mental Health Care Staffing and Hiring 

VA is committed to hiring and utilizing more mental health professionals to im- 
prove access to mental health care for Veterans. To serve the growing number of 
Veterans seeking mental health care, VA has deployed significant resources and is 
increasing the number of staff in support of mental health services. VA has taken 
aggressive action to recruit, hire, and retain mental health professionals to improve 
Veterans’ access to mental health care. The department has also used many tools 
to hire the mental health workforce, including pay-setting authorities, loan repay- 
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ment, scholarship programs and partnerships with health care workforce training 
programs to recruit and retain one of the largest mental health care workforces in 
the Nation. As a result, VA is able to serve Veterans better by providing enhanced 
services, expanded access, longer clinic hours, and increased telemental health capa- 
bility to deliver services. 

Mental Health Staffing 

VHA began collecting monthly vacancy data in January 2012 to assess the impact 
of vacancies on operations and to develop recommendations for further improve- 
ment. In addition, VA is ensuring that accurate projections for future needs for men- 
tal health services are generated. Finally, VA is planning proactively for the ex- 
pected needs of Veterans who will soon separate from active duty status as they re- 
turn from Afghanistan. 

Since there are no industry standards defining accurate mental health staffing ra- 
tios, VHA is setting the standard, as we have for other dimensions of mental health 
care. VHA has developed a prototype staffing model for general mental health deliv- 
ery and is expanding the model to include specialty mental health care. VHA devel- 
oped and implemented an aggressive recruitment and marketing effort to fill exist- 
ing vacancies in mental health care occupations. To support implementation of the 
guidance, VHA announced the hiring of 1,600 new mental health professionals and 
300 support staff in April 2012. Key initiatives include targeted advertising and out- 
reach, aggressive recruitment from a pipeline of qualified trainees/residents to lever- 
age against mission critical mental health vacancies, and providing consultative 
services to VISN and VA stakeholders. Despite the national challenges with recruit- 
ment of mental health care professionals, VHA continues to make significant im- 
provements in its recruitment and retention efforts. Focused efforts are underway 
to expand the pool of applicants for those professions and sites where hiring is most 
difficult, such as creating expanded mental health training programs in rural areas 
and through recruitment and retention incentives. 

As part of our ongoing comprehensive review of mental health operations, VHA 
has considered a number of factors to determine additional staffing levels distrib- 
uted across the system, including: 

• Veteran population in the service area; 

• The mental health needs of Veterans in that population; and 

• Range and complexity of mental health services provided in the service area. 

Specialty mental health care occupations, such as psychologists, psychiatrists, and 
others, are difficult to fill and will require a very aggressive recruitment and mar- 
keting effort. VHA has developed a strategy for this effort focusing on the following 
key factors: 

• Implementing a highly visible, multi-faceted, and sustained marketing and out- 
reach campaign targeted to mental health care providers; 

• Engaging VHA’s National Health Care Recruiters for the most difficult to re- 
cruit positions; 

• Recruiting from an active pipeline of qualified candidates to leverage against 
vacancies; and 

• Ensuring complete involvement and support from VA leadership. 

Mental Health Hiring 

In April 2012, VA announced a goal to hire an additional 1,600 clinical providers 
and 300 administrative support staff. As of January 29, 2013, VA has hired 1,058 
clinical providers and 223 administrative staff in support of this specific goal. Presi- 
dent Obama’s August 31, 2012, executive order requires the positions to be filled 
by June 30, 2013. 

In order to provide greater access to mental health services, VHA knew that it 
would have to set aggressive goals to fill these new positions as well as existing 
mental health staff vacancies. Like any large health care system, VHA is constantly 
managing changes within its existing mental health workforce levels (e.g., retire- 
ments, transfers, promotions and resignations) to ensure providers are available to 
deliver care. Therefore, VHA set a hiring target of 5,000 mental health providers 
and administrative support staff to: 1) hire for new positions; 2) fill existing vacan- 
cies; and 3) replenish naturally occurring turnover. This ensures a robust flow into 
the workforce as we anticipate and respond to the needs of both workforce staffing 
and our Veterans. VHA has made significant progress to this end, by hiring a total 
of 3,262 clinical and administrative support staff to directly serve Veterans since 
May 2012. This progress has improved the Department’s ability to provide timely, 
quality mental health care for Veterans. 
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In March 2012, VHA reported a core mental health workforce of 20,590. This cal- 
culation was based upon data from VHA’s Allocation Resource Center (ARC), which 
reports monthly updates of Full Time Equivalent Employees (FTEE) based on de- 
partmental accounting of accumulated mental health clinical and administrative 
workload costs. Using this methodology demonstrates a core mental health work- 
force of 21,502, an increase of 912, as of November 30, 2012. 

In our continued efforts to ensure we are providing effective direct care to our Vet- 
erans, VHA re-evaluated this methodology and concluded that the inpatient mental 
health care data in ARC was adequate - it measured what it was designed to meas- 
ure. However, FTEE is not a head count of the workforce, and the data for out- 
patient mental health care included some non-clinical activities such as workload 
associated with mental health education, research, and administration. Additionally, 
a small amount of mental health clinical workload which is provided outside of core 
mental health was not included in the original workforce calculation. The ARC data 
also uses year-to-date methodology, which essentially prorates gains made over the 
year and does not adequately reflect hiring in real time. For these reasons, VHA 
developed an improved methodology for capturing mental health on-board strength. 
This methodology permits provider-level detail - including comparisons of staffing 
over time - to ensure accurate reporting of the direct care clinical workforce pro- 
viding mental health services. 

This improved methodology required VA to develop a new system of accountability 
by combining information from three existing databases, which enhances our accu- 
racy and allows VHA to: 

1) Ensure better visibility of mental health clinical outpatient data to the pro- 
vider-level; 

2) Ensure that non-clinical workload is properly accounted for and not included 
in direct care calculations; and 

3) Obtain consistency in the application of the current comprehensive definition 
of mental health providers across VA. 

Using this improved accounting methodology, VA determined the mental health 
workforce providing direct patient care to be 18,587 as of March 2012. Applying this 
accounting methodology to the November 2012 data provides a more accurate pic- 
ture of the on board strength, which has increased from 18,587 to 19,743 mental 
health FTEE, for a total, net increase of 1,156 providing direct care to our Veterans. 
Regardless of accounting methodology used, the data reflects a net increase in the 
number of mental health professionals providing clinical health services thus in- 
creasing the access to quality mental health care for our Nation’s Veterans. We al- 
ways strive to improve our data collection to better serve Veterans, and to ensure 
that our methods are transparent. 

Peer Support 

There are many Veterans who are willing to seek treatment and to share their 
experiences with mental health issues when they share a common bond of duty, 
honor, and service with the provider. While providing evidence-based 
psychotherapies is critical, VA understands Veterans benefit from supportive serv- 
ices other Veterans can provide. To meet this need in accordance with the Executive 
Order and as part of VA’s efforts to implement section 304 of Public Law 111-163 
(Caregivers and Veterans Omnibus Health Services Act of 2010), VA has hired over 
100 Peer Specialists in recent months, and is hiring and training nearly 700 more. 
Additionally, VA has awarded a contract to the Depression and Bipolar Support Al- 
liance to provide certification training for Peer Specialists. This peer staff is ex- 
pected to be hired by December 31, 2013, and will work as members of mental 
health teams. Simultaneously, VA is providing additional resources to expand peer 
support services across the Nation to support full-time, paid peer support techni- 
cians. 

Performance Measures 

VA is reengineering its performance measurement methodologies to evaluate and 
revamp its programs. Performance measurement and accountability will remain the 
cornerstones of our program to ensure that resources are being devoted where they 
need to go and are being used to the benefit of Veterans. Our priority is leading 
the Nation in patient satisfaction regarding the quality, effectiveness of care and 
timeliness of their appointments. 

Recognizing the benefit that would come from improving Veteran access, VA is 
modifying the current appointment performance measurement system to include a 
combination of measures that better captures each Veteran’s needs. VA will ensure 
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this approach is structured around a thoughtful, individualized treatment plan de- 
veloped for each Veteran to inform the timing of appointments. 

In April 2012, VA’s Office of Inspector General (OIG) report on VA’s mental 
health programs gave four recommendations: 1) a need for improvement in our wait 
time measurements, 2) improvement in patient experience metrics, 3) development 
of a staffing model, and 4) provision of data to improve clinic management. Further, 
in January 2013, the U.S. Government Accountability Office reviewed VA’s 
healthcare outpatient medical appointment scheduling and appointment notification 
processes, specifically focusing on Veterans wait times, local VA Medical Center im- 
plementation of national scheduling policies and processes as well as VHA initia- 
tives to improve Veterans’ access to medical appointments. 

In direct response, VA is using OIG and GAO results along with our internal re- 
views to implement important enhancements to VA mental health care. Based on 
OIG and GAO findings, VA is updating scheduling practices, and strengthening per- 
formance measures to ensure accountability. VA has examined how best to measure 
Veterans’ wait time experiences and how to improve scheduling processes to define 
how our facilities should respond to Veterans’ needs and commissioned a study to 
measure timely appointment access and resulting patient satisfaction. Based on the 
results of this study, VA is changing its timeliness measures to best track different 
populations (new vs. established patients) using the approach which best predicts 
patient satisfaction and clinical care outcomes. In addition, VA is developing meas- 
ures based on timeliness after referral to mental health services, patient perceptions 
of barriers to care, and measures of clinic capacity. By taking these steps, we are 
confident that we will be able to deliver accessible, high quality mental health care 
to Veterans. 

The development of improved performance metrics, more reliable reporting tools, 
and an initial mental health staffing model, will enable VHA to better track wait 
times, assess productivity, and determine capacity for mental health services. All of 
these tools will continue to be evaluated and improved with experience in their use. 

Conclusion 

Mr. Chairman, we know our work to improve the delivery of mental health care 
to Veterans will never be truly finished. However, we are confident that we are 
building a more accessible system that will be responsive to the needs of our Vet- 
erans while being responsible with the resources appropriated by Congress. We ap- 
preciate your support and encouragement in identifying and resolving challenges as 
we find new ways to care for Veterans. VA is committed to providing the high qual- 
ity of care that our Veterans have earned and deserve, and we continue to take 
every available action to improve access to mental health care services. We appre- 
ciate the opportunity to appear before you today, and my colleagues and I are pre- 
pared to respond to any questions you may have. 


Statements For The Reeord 

Office of Inspector General 

Mr. Chairman, Ranking Member Michaud, and members of the Committee, thank 
you for the opportunity to provide information to the Committee on the work of the 
Office of Inspector General (OIG) regarding the delivery and efficacy of mental 
health care by the Department of Veterans Affairs (VA). 

VA provides medical care to eligible veterans throughout the United States 
through VA medical centers, VA community based outpatient clinics, and private 
providers in the community under the Non-VA Fee Care Program (“Fee Basis’’). The 
activation of National Guard and Reserve units from across the country and the du- 
ration of the conflicts in Iraq and Afghanistan, combined with the increased utiliza- 
tion of VA mental health services by prior service-era veterans have stressed the 
ability of VA to provide ready and reliable access to necessary mental health care 
for returning veterans. The OIG has continued to report on the challenges that VA 
faces in delivering health care to address complex mental health issues including 
preventing suicides among returning veterans, addressing post traumatic stress and 
related clinical issues that result from prolonged combat, assisting female veterans 
to overcome the issues related to military sexual trauma, and providing appropriate 
treatment for substance use disorders while treating chronic pain conditions. At- 
tached is a list of selected OIG reports dealing with these issues, which can be found 
on our website, www.va.gov ! oig. 

The Committee requested the OIG comment on five areas: 
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• Fulfilling the promise to hire additional mental health personnel and 
fill the large number of existing vacancies - In April 2012, VA announced 
a hiring initiative for mental health providers. As of December 26, 2012, which 
is the most recent information that VA provided to the OIG, less than half of 
the desired psychiatrists (260 of 558) have been hired and less than 70 percent 
of the desired psychologists (507 of 854), social workers (686 of 981) and mental 
health nurses (688 of 1032) have been hired. The goals identified in VA’s plan 
are very ambitious given the limited number of mental health professionals 
trained each year and the increased competition for qualified mental health pro- 
viders as economic and related conditions increase the non-governmental need 
for mental health professionals. 

VA has exceeded the hiring goal for non-clinical support staff (341 against a goal 
of 300). However, hiring more non-clinical staff than required does not compensate 
for the lack of clinical staff and may not improve efficiency. 

• Implementing the Executive Order on “Improving Access to Mental 
Health Services for Veterans, Service Members, and Military Families” 

- The OIG has not reviewed VA’s actions related to the requirements in the Ex- 
ecutive Order. 

• Addressing the recommendations of the recent VA Inspector General 
and Government Accountability Office reports - As of today, all four rec- 
ommendations from the OIG report. Veterans Health Administration - Review 
of Veterans’ Access to Mental Health Care (April 23, 2012) remain open. The 
recommendations relate to improving the metrics used by VA to measure ap- 
pointment wait times and the utilization of related metrics designed to effec- 
tively reflect the patient experience of access to mental health care and to im- 
prove management oversight of these clinical activities. In addition, VA com- 
mitted to performing a staffing analysis to determine the personnel needs to 
provide the required mental health services. VA indicates that progress has 
been made toward accomplishing these goals but VA has not provided evidence 
of those efforts to the OIG to verify. 

• Correcting lengthy wait times, misleading access measures, and cum- 
bersome scheduling processes and procedures - As the OIG reports have 
indicated, VA mental health access times are not accurately reported and may 
not be the most useful measures to monitor clinical performance. While 
workgroups have been established and move ahead, changes to these metrics 
have not been finalized and/or implemented. 

The OIG has reported on the inefficiencies of the current patient appointment sys- 
tem for many years. The business rules of the current system also limit the useful- 
ness of management data derived from the system. The installation of a new patient 
appointment system will take many months if not years to occur. 

• Effectively partnering with non-VA resources to address gaps and cre- 
ate a more patient-centric network of care focused on wellness-based 
outcomes - VA has an inconsistent record of contracting effectively with non- 
VA providers to obtain health care for veterans. At present, the procurement 
of specialty medical services through Fee Basis does not provide a seamless 
compliment to in-house VA medical care. The use of the current Fee Basis busi- 
ness rules is cumbersome for VA facilities, and in practice, the business rules 
do not create certainty in the minds of veterans or Fee Basis providers that the 
goal of timely, appropriate health care will be delivered and paid for. 

The OIG has consistently reported on contracting issues with both in-patient and 
out-patient fee care. Weaknesses include reviewing bills to ensure the proper pay- 
ment is made and ensuring clinical data is easily incorporated within the VA med- 
ical record. OIG has reported on instances of improper payment and/or inadequate 
integration of the treatment through purchased care into the veteran’s medical 
records. 

With the return of servicemen and servicewomen from our ongoing conflicts and 
the aging veteran population, VA faces a number of critical challenges in order to 
improve current performance and increasingly and consistently meet the complex 
mental health needs of veterans. The OIG will continue to review and report on VA 
actions at this critical time. Our veterans deserve no less. 

SELECTED OIG REPORTS 

Healthcare Inspection - Appointment Scheduling and Access Patient Call Center, 
VA San Diego Healthcare System, San Diego, California - 1/28/2013 

Healthcare Inspection - Inpatient and Residential Programs for Female Veterans 
with Mental Health Conditions Related to Military Sexual Trauma- 12/5/2012 
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Healthcare Inspection - Alleged Clinical and Administrative Issues, VA Loma 
Linda Healthcare System, Loma Linda, California - 11/19/2012 
Healthcare Inspection - Delays for Outpatient Specialty Procedures, VA North 
Texas Health Care System, Dallas, Texas - 10/23/2012 
Healthcare Inspection - Delay in Treatment, Louis Stokes VA Medical Center, 
Cleveland, Ohio - 10/12/2012 

Healthcare Inspection - Consultation Mismanagement and Care Delays, Spokane 
VA Medical Center, Spokane, Washington - 9/25/2012 

Healthcare Inspection - Alleged Staffing and Quality of Care Issues, VA Black 
Hills Health Care System, Hot Springs, South Dakota - 9/11/2012 
Healthcare Inspection - Access and Coordination of Care at Harlingen Commu- 
nity Based Outpatient Clinic, VA Texas Valley Coastal Bend Health Care System, 
Harlingen, Texas - 8/22/2012 

Healthcare Inspection - Management of Chronic Opioid Therapy at a VA Maine 
Healthcare System Community Based Outpatient Clinic, Calais, Maine - 8/21/2012 
Healthcare Inspection - Service Delivery and Follow-up After a Patient’s Suicide 
Attempt, Minneapolis VA Health Care System, Minneapolis, Minnesota -7/19/2012 
Homeless Incidence and Risk Factors for Becoming Homeless in Veterans - 5/4/ 
2012 

Healthcare Inspection - Suicide of a Veteran Enrolled in VA Supported Housing, 
Bay Pines VA Healthcare System, Bay Pines, FL - 4/18/2012 
Healthcare Inspection - Alleged Mental Health Access and Treatment Issues at 
a VA Medical Center - 3/21/2012 

Healthcare Inspection - Select Patient Care Delays and Reusable Medical Equip- 
ment Review Central Texas Veterans Health Care System Temple, Texas - 1/6/2012 
Healthcare Inspection - Clinical and Administrative Issues in the Suicide Preven- 
tion Program Alexandria VA Medical Center Pineville, Louisiana - 8/30/2011 
Healthcare Inspection - Attempted Suicide During Treatment West Palm Beach 
VA Medical Center, West Palm Beach, Florida - 7/25/2011 

Healthcare Inspection - Electronic Waiting List Management for Mental Health 
Clinics Atlanta VA Medical Center Atlanta, Georgia - 7/12/2011 
Healthcare Inspection - A Follow-Up Review of VHA Mental Health Residential 
Rehabilitation Treatment Programs (MH RRTP) - 6/22/2011 
Healthcare Inspection - Prescribing Practices in the Pain Management Clinic, 
John D. Dingell VA Medical Center, Detroit, Michigan - 6/15/2011 
Healthcare Inspection - Post Traumatic Stress Disorder Counseling Services at 
Vet Centers - 5/17/2011 

Review of Combat Stress in Women Veterans Receiving VA Health Care and Dis- 
ability Benefits - 12/16/2010 


Government Accountability Office 

Chairman Miller, Ranking Member Michaud, and Members of the Committee: 

I am pleased to have the opportunity to comment on overcoming barriers for qual- 
ity mental health care for veterans — particularly those who are returning from de- 
ployment. In 2011, we reported that the number of veterans receiving mental health 
care had increased each year from fiscal year 2006 to 2010, and veterans who served 
in Afghanistan and Iraq accounted for an increasing proportion of veterans receiving 
mental health care during this period. ^ We also reported on the key barriers that 
may hinder veterans from accessing mental health care from the Department of Vet- 
erans Affairs (VA), which included difficulty scheduling appointments. ^ More re- 
cently, in December 2012, we reported on problems with VA’s oversight of out- 
patient medical appointment scheduling processes and measurement of outpatient 
medical appointment wait times. ^ 

In fiscal year 2011, there were more than 8 million veterans enrolled in VA’s 
health system, which is operated by the Veterans Health Administration (VHA). 
VHA provided nearly 80 million outpatient medical appointments to veterans 


1 GAO, VA Mental Health: Number of Veterans Receiving Care, Barriers Faced, and Efforts 
to Increase Access, GAO-12-12 (Washington, D.C.: Oct. 14, 2011). 

^We identified key barriers from the literature, and corroborated the barriers through inter- 
views with VA officials. 

3 GAO, VA Health Care: Reliability of Reported Outpatient Medical Appointment Wait Times 
and Scheduling Oversight Need Improvement, GAO-13- 130 (Washington, D.C.: Dec. 21, 2012). 
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through its primary and specialty care clinics.^ Although access to timely medical 
appointments is critical to ensuring that veterans obtain needed medical care, long 
wait times and inadequate scheduling processes at VA medical centers (VAMC) 
have been long-standing problems that persist today. For example, in 2001, we re- 
ported on the timeliness of medical appointments and found that two-thirds of the 
specialty care clinics visited had wait times longer than 30 days, although some clin- 
ics had made progress in reducing wait times, primarily by improving their sched- 
uling processes and making better use of their staff. ® Later, in 2007, the VA Office 
of Inspector General (OIG) reported that VHA facilities did not always follow VHA’s 
scheduling policies and processes and that the accuracy of VHA’s reported wait 
times for medical appointments was unreliable.® Most recently, in 2012, the VA 
OIG reported that VHA was not providing all new veterans with timely access to 
full mental health evaluations, and had overstated its success in providing veterans 
with timely new and follow-up appointments for mental health treatment. Al- 
though VHA has reported continued improvements in measuring and achieving 
timely access to medical appointments, patient complaints and media reports about 
long wait times have persisted, prompting renewed concerns about excessive med- 
ical appointment wait times. 

VHA has a scheduling policy intended to help its VAMCs meet its commitment 
to scheduling medical appointments with no undue waits or delays. ® The policy es- 
tablishes processes and procedures for scheduling medical appointments and ensur- 
ing the competency of staff directly or indirectly involved in the scheduling process. 
It includes several requirements that affect timely appointment scheduling, as well 
as accurate wait time measurement. ® For example, the policy requires schedulers 
to record appointments in VHA’s Veterans Health Information Systems and Tech- 
nology Architecture (VistA) medical appointment scheduling system, including the 
date on which the patient or provider wants the patient to be seen — known as the 
desired date, i® 

At the time of our review, VHA measured medical appointment wait times as the 
number of days elapsed from the patient’s or provider’s desired date, as recorded 
in the VistA scheduling system by VAMCs’ schedulers. According to VHA central 
office officials, VHA measures wait times based on desired date in order to capture 
the patient’s experience waiting and to reflect the patient’s or provider’s wishes. In 
fiscal year 2012, VHA had a goal of completing primary care appointments within 
7 days of the desired date, and scheduling specialty care appointments within 14 
days of the desired date, VHA established these goals based on its performance 
reported in previous years. To help facilitate accountability for achieving its wait 
time goals, VHA includes wait time measures — referred to as performance meas- 


Outpatient clinics offer services to patients that do not require a hospital stay. Primary care 
addresses patients’ routine health needs and specialty care is focused on a specific specialty 
service such as orthopedics, dermatology, or psychiatry. Throughout this statement we will use 
the term “medical appointments” to refer to outpatient medical appointments. 

^GAO, VA Health Care: More National Action Needed to Reduce Waiting Times, but Some 
Clinics Have Made Progress, GAO-01-953 (Washington, D.C.: Aug. 31, 2001). 

® Department of Veterans Affairs, Office of Inspector General, Audit of the Veterans Health 
Administration’s Outpatient Waiting Times, Report No. 07-00616—199, (Washington, D.C.: Sept. 
10, 2007). 

"^Department of Veterans Affairs, Office of Inspector General, Veterans Health Administra- 
tion: Review of Veterans’ Access to Mental Health Care, Report No. 12-00900-168, (Washington, 
D.C.: Apr. 23, 2012). 

®VHA medical appointment scheduling policy is documented in VHA Directive 2010—027, 
VHA Outpatient Scheduling Processes and Procedures (June 9, 2010). We refer to the directive 
as “VHA’s scheduling policy” from this point forward. 

®VHA has a separate directive that establishes policy on the provision of telephone service 
related to clinical care, including facilitating telephone access for medical appointment manage- 
ment. VHA Directive 2007-033, Telephone Service for Clinical Care (Oct. 11, 2007). 

VistA is the single integrated health information system used throughout VHA in all of its 
health care settings. There are many different VistA applications for clinical, administrative, 
and financial functions, including the scheduling system. 

i^ln 2012, VA also had several additional goals related to measuring access to mental health 
appointments specifically, such as screening eligible patients for depression, post-traumatic 
stress disorder, and alcohol misuse at required intervals; and documenting that all first-time 
patients referred for or requesting mental health services receive a full mental health evaluation 
within 14 days of their initial encounter. As noted earlier, in its Report No. 12—00900—168, the 
VA OIG found that some of the mental health performance data were not reliable. VA is drop- 
ping several of these mental health measures in 2013. 

In 1995, VHA established a goal of scheduling primary and specialty care medical appoint- 
ments within 30 days to ensure veterans’ timely access to care. In fiscal year 2011, VHA short- 
ened the wait time goal to 14 days for both primary and specialty care medical appointments. 
In fiscal year 2012, VHA added a goal of completing primary care medical appointments within 
7 days of the desired date. 
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ures — in its Veterans Integrated Service Network (VISN) directors’ and VAMC di- 
rectors’ performance contracts, and VA includes measures in its budget submis- 
sions and performance reports to Congress and stakeholders, 

This statement highlights key findings from our December 2012 report that de- 
scribes needed improvements in the reliability of VHA’s reported medical appoint- 
ment wait times, scheduling oversight, and VHA initiatives to improve access to 
timely medical appointments, For that report, we reviewed VHA’s scheduling pol- 
icy and methods for measuring medical appointment wait times and interviewed 
VHA central office officials responsible for developing them. We did not include 
mental health appointments in the scope of our work, because this issue was al- 
ready being reviewed by VA’s Office of Inspector General. We also visited 23 high- 
volume outpatient clinics at four VAMCs selected for variation in size, complexity, 
and location; these four VAMCs were located in Dayton, Ohio; Fort Harrison, Mon- 
tana; Los Angeles, California; and Washington, D.C. At each VAMC we interviewed 
leadership and other officials about how they manage and improve medical appoint- 
ment timeliness, their oversight to ensure accuracy of scheduling data and compli- 
ance with scheduling policy, and problems staff experience in scheduling timely 
medical appointments. We examined each VAMC’s and clinic’s implementation of 
elements of VHA’s scheduling policy and obtained documentation of scheduler train- 
ing completion. In addition, we interviewed schedulers from 19 of the 23 clinics vis- 
ited, and also reviewed patient complaints about telephone responsiveness, which is 
integral to timely medical appointment scheduling. We interviewed the directors 
and relevant staff of the four VISNs for the sites we visited. We also interviewed 
VHA central office officials and officials at the VAMCs we visited about selected ini- 
tiatives to improve veterans’ access to timely medical appointments. We performed 
this work from February 2012 through December 2012 in accordance with generally 
accepted government auditing standards. 

In brief, we found that (1) VHA’s reported outpatient medical appointment wait 
times are unreliable, (2) there was inconsistent implementation of certain elements 
of VHA’s scheduling policy that could result in increased wait times or delays in 
scheduling timely medical appointments, and 

(3) VHA is implementing or piloting a number of initiatives to improve veterans’ 
access to medical appointments. Specifically, VHA’s reported outpatient medical ap- 
pointment wait times are unreliable because of problems with correctly recording 
the appointment desired date — the date on which the patient or provider would like 
the appointment to be scheduled — in the VistA scheduling system. Since, at the time 
of our review, VHA measured medical appointment wait times as the number of 
days elapsed from the desired date, the reliability of reported wait time performance 
is dependent on the consistency with which VAMC schedulers record the desired 
date in the VistA scheduling system. However, aspects of VHA’s scheduling policy 
and related training documents on how to determine and record the desired date 
are unclear and do not ensure replicable and reliable recording of the desired date 
by the large number of staff across VHA who can schedule medical appointments, 
which at the time of our review was estimated to be more than 50,000. During our 
site visits, we found that at least one scheduler at each VAMC did not record the 
desired date correctly, which, in certain cases, would have resulted in a reported 
wait time that was shorter than the patient actually experienced for that appoint- 
ment. Moreover, staff at some clinics told us they change medical appointment de- 
sired dates to show clinic wait times within VHA’s performance goals. Although 
VHA officials acknowledged limitations of measuring wait times based on desired 
date, and told us that they use additional information, such as patient satisfaction 
survey results, to monitor veterans’ access to medical appointments, reliable meas- 
urement of how long veterans wait for appointments is essential for identifying and 
mitigating problems that contribute to wait times. 

At the VAMCs we visited, we also found inconsistent implementation of VHA’s 
scheduling policy, which can result in increased wait times or delays in scheduling 
timely medical appointments. For example, four clinics across three VAMCs did not 


Each of VA’s 21 VISNs is responsible for managing and overseeing medical facilities within 
a defined geographic area. VISN and VAMC directors’ performance contracts include measures 
against which directors are rated at the end of the fiscal year, which determine their perform- 
ance pay. 

11 VA prepares a congressional budget justification that provides details supporting the policy 
and funding decisions in the President’s budget request submitted to Congress prior to the be- 
ginning of each fiscal year. The budget justification articulates what VA plans to achieve with 
the resources requested; it includes performance measures by program area. VA also publishes 
an annual performance report — the performance and accountability report — which contains per- 
formance targets and results achieved compared with those targets in the previous year. 
13GAO-13-130. 
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use the electronic wait list to track new patients that needed medical appointments 
as required by VHA’s scheduling policy, putting these clinics at risk for losing track 
of these patients. Furthermore, VAMCs’ oversight of compliance with VHA’s sched- 
uling policy was inconsistent across the facilities we visited. Specifically, certain 
VAMCs did not ensure the completion of scheduler training by all staff required to 
complete it even though officials stressed the importance of the training for ensuring 
correct implementation of VHA’s scheduling policy. VAMCs also described other 
problems that impede the timely scheduling of medical appointments, including 
VA’s outdated and inefficient VistA scheduling system, gaps in scheduler staffing, 
and issues with telephone access. The current VistA scheduling system is more than 
26 years old, and VAMC officials reported that using the system is cumbersome and 
can lead to errors. In addition, shortages or turnover of scheduling staff, identified 
as a problem by all of the VAMCs we visited, can result in appointment scheduling 
delays and incorrect scheduling practices. Officials at all VAMCs we visited also re- 
ported that high call volumes and a lack of staff dedicated to answering the tele- 
phones impede the scheduling of timely medical appointments. Although we did not 
specifically review mental health clinic wait times, some of the problems we identi- 
fied were pervasive, and may also affect clinics other than those we visited. 

VHA is implementing or piloting a number of initiatives to improve veterans’ ac- 
cess to medical appointments that focus on more patient-centered care; using tech- 
nology to provide care, through means such as telehealth and secure messaging be- 
tween patients and their health care providers; and using care outside of VHA to 
reduce travel and wait times for veterans who are unable to receive certain types 
of outpatient care in a timely way through local VHA facilities. For example, VHA 
is piloting a new initiative to provide health care services through contracts with 
community providers that aims to reduce travel and wait times for veterans who 
are unable to receive certain types of care from VHA in a timely way. Although 
VHA collects information on wait times for medical appointments provided through 
this initiative, these wait times may not accurately reflect how long patients are 
waiting for appointments because they are counted from the time the contracted 
provider receives an authorization from VA, rather than from the time the patient 
or provider first requests an appointment from VHA. 

In conclusion, VHA officials have expressed an ongoing commitment to providing 
veterans with timely access to medical appointments and have reported continued 
improvements in achieving this goal. However, unreliable wait time measurement 
has resulted in a discrepancy between the positive wait time performance VA has 
reported and veterans’ actual experiences. More consistent adherence to VHA’s 
scheduling policy and oversight of the scheduling process, allocation of staff re- 
sources to match clinics’ scheduling demands, and resolution of problems with tele- 
phone access would potentially reduce medical appointment wait times. VHA’s abil- 
ity to ensure and accurately monitor access to timely medical appointments is crit- 
ical to ensuring quality health care to veterans, who may have medical conditions 
that worsen if access is delayed. 

To ensure reliable measurement of how long veterans are waiting for appoint- 
ments and improve timely medical appointment scheduling, we recommended that 
the Secretary of VA direct the Under Secretary for Health to take actions to (1) im- 
prove the reliability of its medical appointment wait time measures, (2) ensure 
VAMCs consistently implement VHA’s scheduling policy, (3) require VAMCs to rou- 
tinely assess scheduling needs for purposes of allocation of staffing resources, and 
(4) ensure that VAMCs provide oversight of telephone access and implement best 
practices to improve telephone access for clinical care. VA concurred with our rec- 
ommendations and identified actions planned or underway to address them. 

This concludes my statement for the record. 

GAO Contacts and Staff Acknowledgments 

For questions about this statement, please contact Debra A. Draper at (202) 512- 
7114 or draperd@gao.gov. Contact points for our Offices of Congressional Relations 
and Public Affairs may be found on the last page of this statement. Individuals 
making key contributions to this statement include Bonnie Anderson, Assistant Di- 
rector; Rebecca Abela; Jennie Apter; Lisa Motley; Sara Rudow; and Ann Tynan. 

This is a work of the U.S. government and is not subjeet to eopyright protection 
in the United States. The published product may be reproduced and distributed in 
its entirety without further permission from GAO. However, because this work may 


October 2012, VA announced a contest seeking proposals for a new medical appointment 
scheduling system from commercial software developers. 
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contain copyrighted images or other material, permission from the copyright holder 
may be necessary if you wish to reproduce this material separately. 

GAO’s Mission 

The Government Accountability Office, the audit, evaluation, and investigative 
arm of Congress, exists to support Congress in meeting its constitutional respon- 
sibilities and to help improve the performance and accountability of the federal gov- 
ernment for the American people. GAO examines the use of public funds; evaluates 
federal programs and policies; and provides analyses, recommendations, and other 
assistance to help Congress make informed oversight, policy, and funding decisions. 
GAO’s commitment to good government is reflected in its core values of account- 
ability, integrity, and reliability. 

Obtaining Copies of GAO Reports and Testimony 

The fastest and easiest way to obtain copies of GAO documents at no cost is 
through GAO’s website (http://www.gao.gov). Each weekday afternoon, GAO posts 
on its website newly released reports, testimony, and correspondence. To have GAO 
e-mail you a list of newly posted products, go to http://www.gao.gov and select “E- 
mail Updates.” 

Order by Phone 

The price of each GAO publication reflects GAO’s actual cost of production and 
distribution and depends on the number of pages in the publication and whether 
the publication is printed in color or black and white. Pricing and ordering informa- 
tion is posted on GAO’s website, http://www.gao.gov/ordering.htm. 

Place orders by calling (202) 512-6000, toll free (866) 801-7077, or TDD (202) 
512-2637. 

Orders may be paid for using American Express, Discover Card, MasterCard, 
Visa, check, or money order. Call for additional information. 

Connect with GAO 

Connect with GAO on Facebook, Flickr, Twitter, and YouTube. Subscribe to our 
RSS Feeds or E-mail Updates. Listen to our Podcasts. Visit GAO on the web at 
www.gao.gov. 

To Report Fraud, Waste, and Abuse in Federal Programs 

Contact: 

Website: http://www.gao.gov/fraudnet/fraudnet.htm 
E-mail: fraudnet@gao.gov 

Automated answering system: (800) 424-5454 or (202) 512-7470 

Congressional Relations 

Katherine Siggerud, Managing Director, siggerudk@gao.gov, (202) 512-4400, U.S. 
Government Accountability Office, 441 G Street NW, Room 7125, Washington, DC 
20548 

Public Affairs 

Chuck Young, Managing Director, youngcl@gao.gov, (202) 512-4800 
U.S. Government Accountability Office, 441 G Street NW, Room 7149 
Washington, DC 20548 


The American Counseling Association 

Chairman Miller, Ranking Member Michaud and Members of the Committee, I 
want to thank you for inviting me to submit testimony to the Committee today. It 
is an honor and a privilege to speak on behalf of the American Counseling Associa- 
tion and we appreciate the opportunity to contribute to this very important discus- 
sion. We share the concerns of this committee regarding the well-being of our serv- 
ice members, and we consider it a national tragedy that on average, one of our vet- 
erans commits suicide every 80 minutes. 1 can think of no more pressing concern 
for this committee than stopping this terrible toll. 

The American Counseling Association is the country’s largest and oldest profes- 
sional association representing the counseling profession, with over 52,000 members 
across the United States and overseas. Our members have diverse backgrounds and 
many of them specialize in treating substance abuse disorders, mental health issues, 
trauma, family issues and depression among others. 

There are more than 120,000 licensed professional counselors (LPC’s) nationwide, 
authorized under licensure laws enacted in all 50 states and other U.S. jurisdictions 
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to practice independently. As with the profession of social work, states use slightly 
differing titles for those licensed as professional mental health counselors, the most 
commonly used title being “licensed professional counselor.” LPCs meet education, 
training, and examination requirements similar to — and in many states, more strin- 
gent than — those of marriage and family therapists and clinical social workers. Li- 
censed professional counselors have to have a master’s degree in counseling or a re- 
lated field, pass a national exam (in some cases two exams), and accumulate thou- 
sands of hours of post-degree supervised experience. As with other health care pro- 
fessionals, counselors must adhere to a code of ethics, are required to practice with- 
in the scope of their expertise, and practice subject to the oversight and approval 
of their state’s licensure board. Counselors provide outpatient psychotherapy inde- 
pendently under private sector health plans nationwide, as authorized by state li- 
censure laws, and form a significant part of the nation’s mental health workforce. 

Licensed professional counselors can make a valuable contribution to treating the 
mental health concerns of service members, and as the committee knows, psycho- 
logical and cognitive injuries and their consequences are the signature wounds of 
the Iraq and Afghanistan conflicts. Policymakers both inside and outside the De- 
partment of Veterans Affairs have repeatedly said that there aren’t enough mental 
health providers available to meet veterans’ treatment needs. From our perspective 
this problem is to a large extent a self-inflicted wound, because despite a past press 
release to the contrary, the VA has effectively decided not to utilize LPCs as part 
of its mental health workforce. The VA’s rules and policies have kept far too many 
counselors from operating under either of those two areas at a time when we need 
them most. And these rules could be changed by the Administration in a fairly sim- 
ple and quick manner so that we can begin to deliver the care and treatment that 
our troops need right now. 

As I mentioned, there are more than 120,000 licensed professional counselors 
across the country, all meeting stringent education, training, experience, examina- 
tion, and ethical standards. In all of 2012, a grand total of 58 LPMHC (“licensed 
professional mental health counselor”) VA positions were posted on USAJobs.com. 
In comparison, 1,527 clinical social worker positions were posted. In terms of the 
number of licensees at the highest level of licensure, the ratio for the two profes- 
sions nationwide isn’t 26 to 1; it’s roughly 1.7 to 1. 

While we understand that the local needs of VA Medical Centers and Community- 
Based Outpatient Clinics are varied and that the local staff or those facilities are 
positioned to identify and meet those needs, it is clear to us that LPCs are an over- 
looked solution to the staffing problem. Also, in many cases, both VAMCs and 
CBOCs are unable to integrate LPCs into their staff due to the fact that there are 
barriers that have been created by the VA itself. To cite one important example, the 
VA’s Office of Academic Affiliations each year establishes paid traineeship positions 
for both psychologists and clinical social workers counselors, which serve as a path- 
way to service in the VA health care system. The Office of Academic Affiliations has 
denied our request that they establish paid traineeship positions for professional 
counselors. The most recent justification given for this denial is the unsubstan- 
tiated, false claim that there is a different “community standard” regarding paid in- 
ternships within the mental health counseling profession than exists for the clinical 
social work and psychology professions. Less than a year ago, the justification given 
was that there was “not a need” for professional mental health counselors at VA 
facilities. 

Despite the current crisis in veterans’ mental health care, the VA is using overly 
restrictive eligibility criteria for LPMHC positions, which includes graduation from 
counseling programs that are specifically named. ACA supports the highest stand- 
ards of accreditation. In fact, organizations such as the Council on Accreditation of 
Counseling and Related Educational Programs (CACREP) is one that our organiza- 
tion helped to create. However, while we understand the VA’s interest in relying on 
national accreditation to ensure provider quality, large numbers of highly qualified, 
experienced LPCs will be denied the ability to provide critical mental health serv- 
ices of our returning wounded warriors. We believe this is unconscionable. 

By mandating such a strict accreditation requirement, the VA is shutting out 
many highly-trained mental health counselors — many of them veterans them- 
selves — at a time when veterans are literally dying for want of help. We have asked 
the VA to increase job listings for LPCs and adopt grand parenting standards to 
allow an alternative route to eligibility for LPMHC positions for the tens of thou- 
sands of fully-licensed counselors who right now can’t apply, but the VA has said 
they are not interested. The result is that our members are being told that they 
should go back to school and obtain another degree if they wish to work in a VA 
facility, if and when the VA decides to begin hiring LPMHCs in large numbers. 
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ACA recommends that the VA expand the eligibility criteria for LPMHC positions 
to include mental health counselors who: 

1) Holds at least a master’s degree in counseling from a regionally accredited pro- 
gram; 

2) Is licensed as a professional counselor in a U.S. jurisdiction at the highest level 
of licensure offered; and 

3) Passes the National Clinical Mental Health Counseling (NCMHCE) Exam. 

ACA believes that by adopting grandfathering provisions such as these, at least 
during this time of severe need for more clinicians, the VA can recruit more LPCs 
without sacrificing the quality of care to our veterans. It could also allow many vet- 
erans who are counselors to serve their country and their compatriots. 

In addition to adopting these grandfathering provisions, ACA has several other 
specific policy recommendations that we have recommended to the VA and would 
like to share with the committee. And while these recommendations may seem like 
small steps that the VA could take, they would be huge strides for the LPC commu- 
nity and would go a long way toward opening the door to members of our profession 
who want to care for our veterans: 

• The VA’s Office of Academic Affiliations should include counselors in its paid 
trainee program. These positions are a well-trod pathway to careers within the 
VA, and counselors are being unfairly and arbitrarily discriminated against by 
being excluded from the program. 

• That the VA collaborate with ACA and other groups to help fill vacancies in 
the VA. ACA has a national network and an office of professional affairs that 
can help find applicants for these positions. 

• That the VA appoint a liaison to work with the counseling community toward 
hiring more LPCs in the VA. 

• VA Secretary Eric Shinseki should issue a public notice to the entire VA 
healthcare system (Specifically to VISN Directors, VMAC Directors and HR Di- 
rectors) reminding them that they are empowered to hire counselors, and ask- 
ing them not to shut-out an entire profession that can provide desperately need- 
ed help to our vets. 

All of these recommendations could be undertaken by the VA immediately, and 
without the need for congressional authorization. They could be acted upon today 
and thus hasten the ability for the VA to expand the opportunities for our service 
members to receive quality mental healthcare. 

I hope that by sharing these recommendations with you, we can work together 
toward implementing these recommendations and get more LPCs into the VA. More 
LPCs in the system would mean that we are increasing the availability of mental 
health clinicians to our veterans and their family members. In the end, improving 
the quality and accessibility of mental health services for our veterans and their 
families should be what we are all focused on. 


The American Legion 

Chairman Miller, Ranking Member Michaud and distinguished Members of the 
Committee: 

The United States of America lost 22 veterans to suicide every day in 2010 accord- 
ing to the Department of Veterans Affairs (VA) study released earlier this month. 
According to the report’s estimations, a veteran took his or her own life every 66 
minutes With veteran suicide at an all time high, naturally we must question 
whether VA’s mental health care system is equipped to meet the demands of the 
veteran population it was created to serve. The VA may offer veterans the best men- 
tal health care option available, but if we face difficult barriers to access that care, 
then veterans are not really being served. 

On behalf of Commander James Koutz and the 2.4 million veterans of The Amer- 
ican Legion, we would like to thank you for this opportunity to provide testimony 
for the record in order to highlight issues with overcoming barriers to quality men- 
tal health care provided by VA. 

Specifically, we will address the following five issues: 


1 “Suicide Data Report, 2012” Department of Veterans Affairs Mental Health Services Suicide 
Prevention Program, p 15 
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1) Fulfilling the promise to hire additional mental health personnel and fill the 
large number of vacancies 

2) Implementation of the E.O to improve access to mental health care for veterans 
and their families 

3) Addressing the recommendations in the IG and GAO report 

4) Correcting lengthy wait times and misleading access measures, and cum- 
bersome scheduling processes, and 

5) Effective partnering with non-VA resources to address gaps and create a more 
patient-centric network of care focused on wellness-based outcomes 

The Large Number of Existing Vacancies 

During the past half decade, VA has nearly doubled their mental health care 
staff, jumping from just over 13,500 providers in 2005 to over 20,000 providers in 
2011. However, during that time there has been a massive influx of veterans into 
the system, with a growing need for psychiatric services. With over 1.5 million vet- 
erans separating from service in the past decade, 690,844 have not utilized VA for 
treatment or evaluation. The American Legion is deeply concerned about nearly 
700,000 veterans who are slipping through the cracks unable to access the health 
care system they have earned through their service. 

On June 11th, 2012, a VA Press Release outlined an aggressive recruitment effort 
to hire 1,600 mental health professionals and 300 support staff. The release stated 
that all of the positions would be filled by the 2nd Quarter of FY2013. Unfortu- 
nately, despite repeated requests for updates on the progress of the hiring. The 
American Legion had not received any numbers or date until a belated, eleventh 
hour press release from VA that was released just hours before this hearing. 

In order to instill confidence in the veterans’ mental health care stakeholders, VA 
must improve the transparency of their process and work to foster meaningful two- 
way communication. The veteran community wants to work with VA to ensure the 
needs of our veterans are being met, yet effective communication is impossible with- 
out open access to the information we need to discuss. The American Legion urges 
VA to provide more information on the status of hiring for these positions, through- 
out the entire process. If the concerned veterans’ community only learns of unfilled 
positions after a deadline is missed, it will be too late for stakeholders and partners 
to work together to achieve meaningful solutions. 

Implementing the Executive Order on Improving Access to Mental Health Services for 
Veterans, Servicemembers and Military Families 

The Executive Order on Improving Access to Mental Health Services for Veterans, 
Servicemembers and Military Families dealt with suicide prevention, enhancing 
partnerships between the VA and community providers, expanding VA mental 
health services staffing, improved research & development, and the creation of a 
Military and Veterans Mental Health Interagency Task Force. 

After reviewing the Executive Order and examining the implementation. The 
American Legion has identified certain gaps that may need to be considered in the 
future development and implementation of this Executive Order. 

The Executive Order Section 1: Policy order states that “as part of our ongoing 
efforts to improve all facets of military mental health, this order directs the Sec- 
retary of Defense, Health and Human Services, Education, Veterans Affairs, and 
Homeland Security to expand suicide prevention strategies and take steps to meet 
the current and future demand for mental health and substance abuse treatment 
services for veterans, service members and their families.” 

However, The American Legion is gravely concerned about the February 5, 2012 
decision by VA and DOD to abandon efforts to create a single medical records sys- 
tem. Rather than supporting the vision of the Executive Order to work with mul- 
tiple agencies, this decision can only lead to greater distance and fragmentation. 
With veterans waiting on average 374 days for Medical Evaluation Board (MEB)/ 
Physical Evaluation Board (PEB) claims and 257 days for a traditional VA claim, 
veterans need faster processing which will only come from a smooth transition of 
records. These records are needed for decisions and the lack of a shareable record 
is hurting veterans. 

Suicide Prevention 

According the Executive Order, the Veterans Crisis Line was to be increased by 
50%, which The American Legion applauds because it increases the capacity to 
serve veterans in a timely manner. It also called for the creation of a 12 month na- 
tional suicide prevention campaign, and on bringing down the negative stigma asso- 
ciated with mental health needs for the veteran, but the American Legion is con- 
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cerned this campaign does not adequately target families and community members. 
Because PTSD is comparable to other societal issues such as substance abuse, 
where the victim may not recognize their own problem, reaching out to the existing 
support structures around those victims is all the more critical. Veterans may have 
a lack of understanding or awareness of mental health care, and may not under- 
stand their conditions or may feel that their mental health conditions are not severe 
enough to warrant asking for help. Family and community members can help in- 
crease awareness and encourage the veteran to seek help 

One of the impediments VA has faced has been with the collecting and tracking 
of accurate suicide data. In the Suicide report, it found that “as of November 2012, 
data had only been received from 34 states and data use agreements have been ap- 
proved by an additional eight states.” However, agreements are still under approval 
or development by other states which impacts VA’s ability to accurately calculate 
the total number of veteran suicides. In order to improve the collection and report- 
ing of suicide data. Congress should urge the states to share this information with 
VA. Without accurate suicide prevention and mortality data, the estimates that 18 
to 21 veterans commit suicide are not truly accurate and these estimates in reality 
in all actuality could be much higher or lower. 

Enhanced Partnerships Between the VA and Community Providers 

VA and Health & Human Services (HHS) were asked to establish at least 15 pilot 
programs with community providers in order to ensure that the needs of veterans 
are being met, by providing access to mental health services within 14 days of the 
patient’s requested date. 

While DOD has led the effort in utilizing pro-bono community provider programs 
to treat service members for mental health conditions, including PTSD; Senate testi- 
mony from a November 30th, 2011 Veterans Affairs Committee hearing^ made it 
clear that VA was not working with non-profit organizations to minimize patient 
wait times for appointments, thus exacerbating the problem of the veterans ability 
to receive care in a timely manner. 

In a congressional hearing, VA Fee Basis Care: Examining Solutions to a Flawed 
System, on September 14, 2012 The American Legion found many problems with 
VA’s non-VA purchased care programs such as: 

• need for VA to develop and implement fee-basis policies and procedures with 
a patient-centered strategy that takes veterans’ interest and travel distance into 
account; 

• lack of training and education programs for non-VA providers; lack of integra- 
tion of VA’s computer patient record system with non-VA providers which cre- 
ates delay in contractors submitting appointment documentation; 

• VA does not have a process to ensure all VA and non-VA purchased care con- 
tracts are inputted into a tracking system to ensure they do not lapse. 

Without these VA reforms and improvements, VA cannot adequately leverage 
non-VA and community partnerships. 

The American Legion demands that veterans have access to quality and timely 
mental health care, which should be based in an adequately funded budget for men- 
tal health. However, the VA should be leveraging community resources to help al- 
leviate the issue associated with wait times whenever possible. In addition, it is cru- 
cial that the VA ensure that the community providers performing this important 
work are trained to provide the quality of care equal to what is delivered by VA 
providers. Ultimately, given the experience in dealing with military matters such as 
the unique complexities of PTSD, VA and DOD providers are, and should be, the 
gold standard of care, and VA planning should have the ultimate goal of fulfilling 
the needs of veterans within the VA system. While working to achieve that goal VA 
should ensure that no veterans slip through the cracks by leveraging all available 
community resources until the care can be completely met by VA resources. 

It should be noted that the VA is working with community providers through the 
five-site, 3-year pilot program. Project Access Received Closer to Home (ARCH), 
which is administered through the Office of Rural Health. This program utilizes 
contracting and a fee-basis payment system to help meet the needs of rural vet- 
erans. The American Legion notes that processing the authorizations for certain 
services were concerns that were brought up in April 2012 during the evaluation 
of the Montana Project ARCH program. The 2012 System Worth Saving Task Force 
Report on Rural Health recognized that the ARCH project was a three year pilot, 
yet concerns existed regarding effective utilization of budget for patient care, a lack 


2 GAO Report 13—130, December 2012 

^Testimony of Dr. Van Dahlen — 11/30/11 Senate Veterans Affairs Committee 
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of outreach guidelines and communication and the difference in structures between 
VA care and non-VA care. 

While Community providers are an option, The American Legion is concerned that 
a main issue associated with using community providers lies in the continuity of 
care. To address this concern, the VA is implementing a program that will address 
the lack of providers, while increasing the continuity of care, called; VA Specialty 
Care Access Networks - Extension for Community Healthcare Outcomes (SCAN- 
ECHO). This unique program utilizes primary care physicians to provide specialty 
care to veterans who choose to enroll in the program. The primary care physician 
presents the veteran’s case to a panel of medical professionals, including specialists, 
who discuss diagnoses and treatments. By incorporating the primary care physician 
in the treatment, there is an increased level of continuity of care. Primary care phy- 
sicians bring in a more holistic approach of the veteran that The American Legion 
believes will benefit the veteran patient. 

Expanding VA Mental Health Services Staffing 

The Executive Order also calls for the addition of 800 peer-to-peer counselors by 
December 2013, while providing hiring incentives and evaluating reporting require- 
ments to reduce paperwork requirements to bring on new staff. 

Peer-to-peer counseling has been used as an effective treatment to help veterans 
in the rehabilitation process, which is clearly exemplified by the Vet Center program 
implemented across the nation. The American Legion advocates expanding the pro- 
gram of peer-to-peer support networks, and believe this would be very instrumental 
in moving from a treatment based model to a recoveiw model. 

The American Legion continues to encourage the Secretary of Veterans Affairs to 
utilize returning service members for positions as peer support specialists in the ef- 
fort to provide treatment, support services and readjustment counseling for those 
veterans requiring these services. If appropriately skilled unemployed veterans can 
receive training to fulfill staffing needs in the mental health care system, VA will 
be solving multiple problems with a single, forward thinking solution. Robust re- 
cruitment and vocational training in this area should be a priority and The Amer- 
ican feels so strongly about this issue that we passed a resolution during our Na- 
tional Convention last year specifically to call upon VA to institute a peer to peer 
outreach program 

Hiring incentives may entice providers to apply to work for the VA over the pri- 
vate sector, and reducing the cumbersome process of credentialing and privileging 
to bring providers on board more quickly could help meet VA’s needs, provided it 
is done in a manner that does not sacrifice quality and competency of care. VHA 
needs to conduct a staffing analysis to determine if psychiatrists or other mental 
health provider vacancies are systemic issues impending VHA’s ability to meet men- 
tal health timeliness goals®. Many facilities visited through The American Legion’s 
System Worth Saving program have demonstrated difficulties competing with the 
private sector, and complained that the Credentialing & Privileging process for phy- 
sicians is too lengthy. 

Improved Research & Development 

The Executive Order called for the creation of a National Research Action Plan 
to be developed within 8 months by DOD, VA, HHS, and the Office of Science & 
Technology Policy (OSTP). This plan was supposed to develop better prevention, di- 
agnosis, and treatment for PTSD, other mental health conditions, and Traumatic 
Brain Injury (TBI). Additionally it calls for DOD and HHS to engage in a com- 
prehensive longitudinal health study on PTSD, TBI, and related injuries with min- 
imum enrollment of 100,000 service members. 

The American Legion applauds this effort, because it is inclusive of TBI which has 
a high level of co-morbidity with PTSD. It also looks at long term effects of TBI, 
PTSD, and other mental health conditions, while focusing on the whole process of 
prevention, diagnosis, and treatment. The American Legion has long supported re- 
search efforts that address the signature wounds of the Iraq and Afghanistan con- 
flicts and supports these efforts through a series of membership based resolutions 
that were passed during our National Convention last summer®. 

In addition to traditional treatment measures currently in use through the VA 
and DOD health care systems. The American Legion urges Congress to provide 


'^American Legion Resolution No. 136: The Department of Veterans Affairs to Develop Out- 
reach and Peer to Peer Programs for Rehabilitation 
®OIG Report 12-00900-168, April 23, 2012 

® Resolution No. 108: Request Congress Provide the Department of Veterans Affairs Adequate 
Funding for Medical and Prosthetic Research, Resolution No. 285: Traumatic Brain Injury and 
Post Traumatic Stress Disorder Programs 
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oversight and funding to the DOD and VA for innovative TBI and PTSD research 
currently used in the private sector, such as Hyperbaric Oxygen Therapy and Vir- 
tual Reality Exposure Therapy, as well as other non-pharmacological treatments. 
The American Legion also recommends the creation of a joint office for DOD & VA 
research in order to increase agency collaboration and communication. Finally, The 
American Legion finds it troubling that DOD and VA are not designated as the lead 
agencies for this effort, with HHS and OSTP providing advisory roles. 

Military and Veterans Mental Health Interagency Task Force 

The creation of a taskforce, which is designed to implement the Executive Order, 
met with all the stakeholders in January. The American Legion encourages the 
Task Force to continue to involve VSOs at all stages of their work. 

Addressing the recommendations in recent VA Inspector General (OIG) and Govern- 
ment Accountability Office (GAO) reports 

Since 2005, multiple reports from the OIG have stated that the schedulers were 
entering incorrect desired appointment dates for veterans who were requesting men- 
tal health appointments. Recommendations have repeatedly directed VA to reassess 
their training, competency, and oversight methods to ensure reliable and accurate 
appointment data is captured. 

The American Legion is extremely concerned that an overall lack of accountability 
will make this goal difficult to achieve. Much like the school system, the VA medical 
centers are trying to meet a standard they are mandated to achieve, and as in the 
case of the school systems, tests can be modified by the states to show success that 
is not occurring. The American Legion is further concerned that VHA statistics and 
data are being manipulated in order to show the desired results, and that this data 
is not accurately depicting the situation. Policies and measurements are created in 
order to monitor the information, but if individuals feel that their performance is 
based upon this measure, then the predilection to alter the data becomes problem- 
atic. 

The American Legion also notes that the measurements are not always the issue. 
Staffing, technology, and veteran perceptions & circumstances also can play a big 
role in delaying treatment provided to veterans. 

The VHA system has multiple issues with scheduling that could be alleviated 
with more funding^. Chief among these concerns are an outdated VistA Scheduling 
System, problems with scheduler turnover, and the ongoing provider staffing gaps. 
As the primary scheduling system, the outdated VistA can cause difficulties in 
scheduling due to a lack of multitasking ability inherent to the software. A more 
modern system could alleviate this, and will require funding to develop and imple- 
ment. Consistency with staffing, not only of providers but also with schedulers, will 
ensure more consistency delivering appointments. 

Although not mentioned in the report, the centralization of Informational Tech- 
nology (IT) has created a shared pot where the different VA entities are now com- 
peting for the same technology storage space and resources. This creates and issue 
with updating programs such as the VistA Scheduling System or other IT solutions 
for scheduling. Facilities need to have flexibility in meeting their IT needs. 

The more recent GAO report focuses on barriers faced and efforts to increase ac- 
cess®. The report mainly addresses the negative stigma, lack of understanding of 
mental health, logistical challenges, and concerns about the VA that may hinder 
veterans from accessing care. 

Most notable in this report was the information regarding the values and prior- 
ities that veterans may have. For example, due to family, work, or schooling com- 
mitments, many veterans have concerns about scheduling VA appointments during 
traditional hours of operation. 

VA attempted to address this issue with a Directive issued on September 5th, 
2012 developed by the VHA®, however, the directive was rescinded less than a week 
later on September 11th, 2012 through VHA Notice 2012-13, and the changes never 
took place. On January 9, 2013, VHA Directive 2013-001 was sent to the field to 
extend hours access for veterans requiring primary care, including women’s health 
and mental health services. Unfortunately, the implementation of this regular is ex- 
pected by July 31, 2013 and they are only required to have one weekend shift that 
is limited to only two hours. In addition, extended hours are only required in VA 


"^GAO Reportl3-130, December 2012 
8 Ibid 

8 Directive 2012—023, “Extended Hours Access for Veterans Requiring Primary Care Including 
Women’s Health and Mental Health Services at Department of Veterans Affairs Medical Centers 
and Selected Community Based Outpatient Clinics” 
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Medical Centers and Community Based Outpatient Clinics with 10,000 unique pa- 
tients or greater. The American Legion is concerned about the impact of this on vet- 
erans, particularly in rural areas. 

Correcting lengthy wait times, misleading access measures, and cumbersome sched- 
uling processes and procedures. 

Thus far, VA is taking a multi pronged approach to address the scheduling issue, 
by looking at the issues associated with technology, access measures, training, and 
funding. 

Technology 

The VA announced in the Federal Register in October of 2012 the opportunity for 
companies to provide adjustments to the open-source VistA electronic health system, 
and all submissions are due by June 2013. By creating the Medical Appointment 
Scheduling System (MASS) contest, the VA appears to be moving ahead on this 
issue. 

Additionally, the GAO has determined that the VA telephone system is out- 
dated 1°. The VHA directed all VISN directors to provide plans to assess their cur- 
rent phone system needs, and develop strategic improvements plans with a target 
completion of March 30th, 2013, 6 weeks from now. 

Because the correction of the substandard VistA system and phone systems is 
vital to helping alleviate some of the associated difficulties with access to mental 
health care. The American Legion urges Congress to ensure VA’s budget receives 
adequate funding to address these issues. 

Access Measures and Training 

The VA is scheduled to have both the new measurements and the training pack- 
age for schedulers by November 1st, 2013. The American Legion would like the VA 
to be more transparent regarding the updates associated with any progress associ- 
ated with scheduling procedures. Furthermore, as VA develops these methods. The 
American Legion encourages strong cooperation with veterans’ groups and other 
stakeholders throughout the entire process. 

Funding 

In FY 2012 H.R. 2646 authorized the VA sufficient appropriations to continue to 
fund and operate leased facility projects that support our veterans all across the 
country. In November of 2012 the FY 2013 appropriations for the same facilities was 
eliminated from appropriations due to a “scoring change” initiated by the Congres- 
sional Budget Office (CBO). While the locations, projects, leases, and funding re- 
quirements did not change - the way in which CBO scored the projects did, which 
resulted in the appearance that the project would cost more than 10 times the ac- 
tual needed revenue. According to VA, CBO refuses to share their evaluation proc- 
ess and will only issue the final score. As a result of CBO’s adjustment in scoring 
review. Congress refused to introduce the FY 2013 appropriations bill needed to 
keep these community based centers open. As these leases now become due, there 
are 15 major medical facilities that will be forced to close unless Congress acts 
quickly to provide the appropriate funding to these centers. 

If these centers are allowed to close due to insufficient funding, the impact on our 
veterans, and the VA would be devastating. Not only would the center employees 
have to either relocate within the VA or be terminated, the VA could be subject to 
legal action for prematurely defaulting on their leases. The veterans currently being 
served by these facilities would then have to either travel long distances to the near- 
est VA facility, or would have to find care at local hospital that the VA would be 
required to pay for, at a fee-for-services basis. This would ultimately cost the VA 
an estimated 4 times what the original appropriations would have cost for these 
shuttered facilities. The facilities currently in jeopardy are located in; Albuquerque, 
New Mexico, Brick, New Jersey, Charleston, South Carolina, Cobb County, Georgia, 
Honolulu, Hawaii, Lafayette, Louisiana, Lake Charles, Louisiana, New Port Richey, 
Florida, Ponce, Puerto Rico, San Antonio, Texas, West Haven, Connecticut, 
Worchester, Massachusetts, Johnson County, Kansas, San Diego, California, and 
Tyler, Texas. 

The American Legion implores Congress to fund these centers as originally 
planned. The funds that these centers need has already been obligated, and refusal 
to fund these centers will cause a false perception of excess monies to exist within 
the federal budget, which The American Legion is afraid will be falsely reported as 
a money saving initiative. 


i°GAO Reportl3-130, December 2012 
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Effectively partnering with non-VA resources to address gaps and create a more pa- 
tient-centric network of care focused on wellness-based outcomes 

The Department of veteran Affairs has not engaged The American Legion in the 
development of any of the 15 pilot programs that VA is engaging in, pursuant to 
the Presidential Executive Order. As such, we have concerns regarding the quality 
and viability of the non-VA resources. The American Legion has made clear that 
they would prefer to be one of the VA’s primary resources for dealing with mental 
health care for veterans, for a variety of reasons which should be obvious. 

The VA health care program is a holistic program as it takes into account all of 
the patient’s doctors, to develop an approach that recognizes the interconnectivity 
of multiple or complicated disorders. Doctors in the VA system have access to all 
of a patient’s records, which is helpful and relevant when dealing with disorders 
having co-morbid symptoms such as PTSD and TBI. Furthermore, VA mental health 
care providers are perhaps the most uniquely qualified practitioners available to ad- 
dress military related PTSD and other related emotional conditions. Civilian pro- 
viders may lack the requisite experience and finite training to deal with these 
issues. 

Because outside providers lack the sharing of information and military experience 
inherent to the VA system, the ideal solution is to ensure that veterans receive their 
care in the VA system. They have earned access to this system through their serv- 
ice, and deserve to be able to benefit from the VA’s healthcare system, sans sched- 
uling difficulties or unreasonable and potentially deadly delays. However, when that 
system proves unable to cope with the demand, outside help may be needed until 
the VA system can be adjusted to once again handle the scope and scale of the in- 
flux of veterans who need mental health care assistance. 

The American public has expressed a tremendous outpouring of support for those 
who serve and there is a vast and growing assortment of community based groups 
who are eager to provide help to veterans who are suffering. Given this level of com- 
munity support veterans should be able to find the help they need within their com- 
munities. Understanding that the VA health care system is uniquely qualified to 
meet the needs of the veterans, and the ultimate goal should be to ensure that the 
system has the capacity to serve all veterans; local resources can and should be used 
to fill in the gaps until a suitable system is in place. 

Conclusion 

In conclusion. The American Legion is deeply concerned about the issues associ- 
ated with the barriers to access, the timeliness, and quality of care available to our 
veterans, many of whom are suffering. The Legion urges VA to work with stake- 
holders, the Veterans Service Organizations, and Congress to develop a plan to in- 
crease transparency and address existing barriers to quality healthcare so we can 
all work together to ensure that veterans receive the timely and quality mental 
health services they deserve - especially for those veterans located in remote rural 
areas. 

The American Legion recognizes that the VA is working hard to fulfill its mission; 
however they will only be successful if they are able to enjoy the full support of Con- 
gress, the VSOs, and the community. 


Iraq and Afghanistan Veterans of America 

Chairman Miller, Ranking Member Michaud and distinguished members of the 
committee, on behalf of Iraq and Afghanistan Veterans of America (LAVA) I would 
like to extend our gratitude for being given the opportunity to share with you our 
views and recommendations regarding Honoring the Commitment: Overcoming Bar- 
riers to Quality Mental Health Care for Veterans. lAVA applauds the committee’s 
continued dedication in addressing the critical issues surrounding mental health 
care and lAVA looks forward to working closely with the committee in addressing 
these and other issues throughout the 113th congressional session. 

lAVA is the country’s first and largest nonprofit, nonpartisan organization for vet- 
erans of the wars in Iraq and Afghanistan and has more than 200,000 member vet- 
erans and supporters nationwide. Founded in 2004, our mission is to improve the 
lives of Iraq and Afghanistan veterans and their families. Through assistance, 
awareness and advocacy, we strive to create a country which honors and supports 
veterans of all generations. 

The veteran suicide rate is a national crisis. According to a recent VA report ap- 
proximately 22 veterans a day are taking their own lives. Unfortunately, LAVA fears 
that these numbers may actually still be lower than the true number of veterans 
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we lose to suicide, as some states don’t report veteran suicide and are not included 
in VA’s 2013 report. Regardless of the exact number, lAVA strongly believes that 
even one veteran or servicemember life lost to suicide is one too many. 

Since 2008, nearly 1.5 million servicemembers of Operation Iraqi Freedom (OIF), 
Operation Enduring Freedom (OEF) and Operation New Dawn (OND) have 
transitioned back into the civilian population. According to multiple studies per- 
formed by the National Institute of Health, Department of Veterans Affairs (VA) 
and Department of Defense (DoD), upwards of 43 percent of veterans who served 
in OIF/OEF/OND will have experienced traumatic events causing Post Traumatic 
Stress Disorder (PTSD) or other psychological disorders such as depression. Left un- 
treated, these invisible wounds can have a devastating impact on the lives of those 
veterans and servicemembers who suffer in silence. 

As the suicide numbers show and as the prevalence of these invisible injuries 
demonstrate, our country must start better addressing the psychological wounds of 
war. Up to this point, VA and DoD have taken a very reactionary approach to ad- 
dressing the psychological wounds of war. lAVA believes that it is time to start ad- 
dressing these wounds in a proactive way. While our country has made significant 
strides in improving the care for veterans, there is still a long way to go. 

There are two main approaches to providing treatment for the psychological 
wounds of war and the prevention of suicide. The first approach is treating psycho- 
logical wounds and suicide as a public health issue and approaching it as any other 
public health issues, such as an influenza outbreak or HIV. This approach requires 
public outreach educating all sectors of the public, involving the public in solutions 
to the problem and ensuring that services are widely available throughout the com- 
munity. The second approach is the clinical, or medical, approach. This approach fo- 
cuses on intensive clinical care, prescribing medications and regular appointments 
with psychiatrists and psychologists. Unfortunately though, we often focus on one 
rather than the other. Together, both approaches provide the best quality of care 
and successful outcomes. The public health approach helps veterans and 
servicemembers understand the resources that are available to them and how to 
easily access the care they may need. The clinical approach ensures they receive 
proper treatment once there, if we are to successfully address the mental health 
care shortfalls and prevent suicide in our nation, it will require both approaches. 

The partnering of the two approaches is also particularly important, because sui- 
cide is a tragic conclusion of the failure to address the spectrum of challenges re- 
turning veterans face. These challenges are not just mental health injuries; they in- 
clude finding employment, reintegrating to family and community life, dealing with 
health care and benefits bureaucracy and many others. Fighting suicide is not just 
about preventing the act of suicide, it is about providing a “soft and productive land- 
ing” for our veterans when they return home. The bottom line is we must treat and 
offer resources to the entire veteran, including their community and families, and 
move away from treating individual symptoms, as if they are somehow mutually ex- 
clusive of one another. 

Stigma is a significant barrier to veterans and servicemembers seeking mental 
health care. Unfortunately, even though there has been an effort to remove the stig- 
ma associated with psychological wounds in recent years by VA and DoD leadership, 
their message has failed to reach all ranks of servicemembers and the entire vet- 
eran population. Despite these efforts, the stigma still seems to be ever so present, 
and seeking mental health care is often viewed as a sign of weakness or lack of re- 
siliency among those who have been trained to be strong and fearless. 

Multiple studies confirm that veterans and servicemembers are concerned about 
how seeking care could impact their careers, both in and out of the military. Con- 
cerns include the effect on their ability to get security clearances and how co-work- 
ers and supervisors would perceive them. It is critical that we continue to work to 
reduce this stigma. We must step up our efforts in removing stigmas and imme- 
diately develop and implement newer, more confidential ways of offering assistance 
to those who need it most if we wish to end the cycle of preventable suicides plagu- 
ing today’s veteran and military communities. 

To combat the stigma, lAVA recommends that VA and DoD partner with experts 
in the private and nonprofit sector to develop a robust and aggressive outreach cam- 
paign. This campaign should focus on directing veterans to services such as Vet 
Centers, as well as local community and state based services. It should be inte- 
grated into local campaigns such as San Francisco’s veterans 311 campaign. This 
campaign should be well-funded and reflect the best practices and expertise of ex- 
perts in both the mental health and advertising fields. For our part, lAVA has 
partnered with the Ad Council to launch a public service awareness campaign that 
is focused on the mental health and invisible injuries facing veterans of Iraq and 
Afghanistan. Part of this campaign focuses on reducing the stigma of seeking men- 
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tal health care. This is only one example of the multiple programs and resources 
lAVA has established to help combat the stigma associated with seeking care for 
invisible wounds. 

Community partnerships will play a key role in providing quality mental health 
care to veterans throughout the country. Nationwide, we have private sector and 
non-profit organizations that are already providing mental health care and re- 
sources to the members of their individual communities. These organizations are 
easily accessible and have staff who are trained to address most of the unique and 
common mental health needs within their communities. Establishing partnerships 
with those organizations will ensure that veterans, servicemembers and their fami- 
lies receive quality care in their communities, regardless if they start seeking care 
at their local VA or with one of these providers. 

Another critical aspect to preventing suicide, and where VA is still falling short, 
is ensuring timely access to care and having properly trained staff at every VA facil- 
ity. This is often the difference between life and death for many veterans. According 
to VHA’s Strategic Plan, VHA requires suicide prevention training for all VHA staff 
who interact with veterans, plus additional training for health care providers. How- 
ever, while this may be a policy, LAVA has doubts as to whether or not it is actually 
be enforced at every VA facility. The importance and need in ensuring timely care 
and proper training of all staff is clearly illustrated by the experience of Army vet- 
eran Jacob Manning in early 2012. Here is Jacob’s story, as told in part by Leo 
Shane of Stars and Stripes: 

Jacob Manning waited until his wife and teenage son had left the house, then 
walked into his garage to kill himself. The former soldier had been distraught for 
weeks, frustrated by family problems, unemployment and his lingering service inju- 
ries. He was long ago diagnosed with traumatic brain injury, caused by a military 
training accident, and post-traumatic stress disorder stemming from the aftermath. 
He had battled depression before, but never an episode this bad. 

He tossed one end of an extension cord over the rafters above and then fashioned 
a noose. The cord snapped. It eouldn’t handle his weight. 

He called Christina Roof, a friend and national veterans poliey adviser who helped 
him years before, and rambled about trying again with a bigger cord or a gun. She 
urged him to calm down sand tried to get him to call the veterans crisis line. Ms. 
Roof sent a message to Manning’s wife. Charity, telling her to rush home. The two 
of them tried for more than a day to persuade him to get professional help. Ms. Roof 
eventually got Manning to agree to eall the veterans hospital in Columbia, Mo., near 
his home, after telling him that he had two choices: “Either call VA or I have no 
choice but to eall the poliee,” Roof said. 

When a VA staffer at the mental health clinic answered the phone. Manning ex- 
plained what he had done, and asked if he could be taken into care. The VA staffer 
asked if Manning was still suicidal. He wavered, saying he wasn’t trying to kill him- 
self right then. The hospital employee told him the office was elosing in an hour, and 
asked if Manning could wait until the next day to deal with the problem. Ms. Roof 
told Manning she didn’t care what this VA staffer told him and that she was sending 
a ear within the hour to pick him up and bring him to the VA Medieal Center. She 
told him to paek a bag. 

Mr. Manning made it safely to the emergency room and was checked in upon his 
arrival. Nevertheless, this one experience raises so many other questions as to what 
other problems veterans in crisis are experiencing when they reach out for help. 

Sadly, Manning’s story is all too familiar. In April 2012, VA’s Office of the Inspec- 
tor General (OIG) found VA officials had been inflating the success rates for pro- 
viding timely mental health services to veterans. VA had repeatedly reported to 
Congress that 95 percent of new patients seeking mental health treatment received 
full evaluations for care within the department’s required window of 14 days. How- 
ever, VA OIG found that just 49 percent were seen within that period, and the aver- 
age wait time for most veterans seeking any type of mental health care was over 
50 days. lAVA strongly believes that VA must be ready and equipped with the prop- 
er care models, policies and personnel to address the huge influx of veterans they 
will care for in the coming years. 

According to the American Psychological Association, there are “significant bar- 
riers to receiving mental health care in the Department of Defense (DOD) and Vet- 
erans Affairs (VA) system.” Mental health professionals are often unavailable to 
servicemembers, especially those in theatre, and to veterans, particularly those in 
rural areas. Even veterans in urban areas encounter lengthy wait times when seek- 
ing mental health care. 

VA must ensure that every employee is trained to respond to a veteran in crisis. 
VA employees across the administration interact with veterans, and each employee 
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must be aware of the signs of a veteran in crisis and be aware of all of the resources 
available to support a veteran in crisis. All VA employees must also be trained to 
provide quality customer service to every veteran they encounter. For a veteran, like 
Mr. Manning, to have the strength and resilience to actually seek help, only to be 
met by a dismissive attitude at the one place he should always be able to count on, 
is in itself a tragedy. 

lAVA has to wonder, and so too should our nation, how many other veterans in 
crisis are being turned away and how many other veterans have not received the 
care they needed due to an encounter with an untrained VA staff member? 

Additionally, lAVA has real concerns as to how many veterans have we may have 
lost due to inadequate training and procedures within the VA mental health care 
system? For a veteran, like Mr. Manning, to have the strength and resilience to ac- 
tually seek help, only to be met with a dismissive attitude by a staff member at 
the one place he should always be able to turn to is a tragedy. lAVA believes it is 
critical for VA to ensure that all of their staff be properly trained to respond to a 
veteran in crisis and that every veteran in crisis has immediate access to emergency 
mental health services. 

Specifically within VA, there needs to be numerous changes and corrections in the 
policies and procedures within the Veterans Health Administration (VHA) and the 
Veterans benefit Administration (VBA). In an effort to address VA’s and DoD’s 
issues, on August 31, 2012, President Obama signed an Executive Order (EO) enti- 
tled “Improving Access to Mental Health Services for Veterans, Service Members, 
and Military Families.” While lAVA applauds the President’s actions and believes 
that it was a good first step to implementing solid solutions that stand to make a 
significant difference in the mental health care available to veterans across the 
country, we believe the real test will be its impact within the veteran and military 
communities. However, lAVA also notes that the Executive Order’s success will also 
be determined by how effectively and timely it is implemented. As of this hearing, 
there are lingering questions on the status of the implementation of several key 
parts of the Executive Order. 

For example, the August 2012 Executive Order includes some previous VA initia- 
tives, notably the expansion of mental health care providers and their plan to hire 
1,600 new mental health clinicians and 300 mental health support staff. While this 
is definitely a step in the right direction, lAVA has serious concerns about VA’s abil- 
ity to meet this mandate given the problems they have encountered in the past, 
both in finding and keeping qualified mental health care providers. Moreover, lAVA 
respectfully asks for clarification on VA’s recent press release stating they have 
hired an additional 1,000 mental health care providers. lAVA respectfully asks if 
these new employees were put through an expedited hiring process given the quick- 
ness of their hiring? Further, we respectfully ask if these 1,000 new mental health 
providers were hired to fill the current mental health care provider vacancies VA 
has had many years filling or if these 1,000 new providers are intended to be a part 
of the 1,600 new providers mandated by the Executive Order? 

The Executive Order also requires the VA and DoD to establish a national suicide 
prevention campaign. The order reads, that “No later than September 1, 2012, the 
Departments of Defense and Veterans Affairs shall jointly develop and implement 
a 12 month national suicide prevention campaign, focused on connecting veterans 
and service members to mental health services.” However, lAVA has been left to 
wonder as to whether or not this deadline was met. By all accounts, we have yet 
to see any solid evidence that this campaign was rolled out. 

Another part of the Executive Order that has had a deadline pass, states: “By De- 
cember 31, 2012, the Department of Veterans Affairs, in continued collaboration 
with the Department of Health and Human Services, shall expand the capacity of 
the Veterans Crisis Line by 50 percent to ensure that veterans have timely access, 
including by telephone, text, or online chat, to qualified, caring responders who can 
help address immediate crises and direct veterans to appropriate care. Further, the 
Department of Veterans Affairs shall ensure that any veteran identif 3 dng him or 
herself as being in crisis connects with a mental health professional or trained men- 
tal health worker within 24 hours. The Department of Veterans Affairs also shall 
expand the number of mental health professionals who are available to see veterans 
beyond traditional business hours.” lAVA has yet to receive a response from VA as 
to whether or not this goal was met. We look to this committee to ensure that this 
part of the Executive Order was met, and if it was not, we are also interested to 
learn about what plans are in place to ensure its completion. 

These lingering questions underscore the critical importance of strong Congres- 
sional oversight of the implementation of this Executive Order. This committee has 
the authority to ensure VA, DoD and the other agencies tasked with improving 
mental health care for our veterans and military communities are held accountable 
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to doing so. lAVA cannot stress enough the importance of strict Congressional over- 
sight in ensuring all programs and policies mandated by the 2012 mental health ex- 
ecutive order are fully developed, implemented, and that all of the agencies involved 
are held accountable to meeting the mandated time lines. 

For our part, LAVA will continue to be a critical partner in holding VA and DoD 
accountable for the goals outlined in the Executive Order, but we look to the mem- 
bers of the 113th Congress to stand up for our veterans, servicemembers and their 
families through real actions in bringing about change to the health care services, 
resources and benefits they depend on. 

Finally, given the wide array of issues the Committee requested we address in 
this testimony lAVA makes the following recommendations on ways we can improve 
the mental health care system: 

1. VA and DoD must immediately establish a new employee education and men- 
toring program to overcome the practical problems new staff and longtime staff have 
in establishing and implementing new programs and policies related to mental 
health care, especially when they are unfamiliar with VA or federal procedures. We 
believe the current policies and procedures being used have proved ineffective in the 
establishment of uniformed mental health care. 

2. Involve the families in a veterans or servicemembers mental health care plan. 
Despite progress, the current level of effort and provision of services remains inad- 
equate in making treatment planning a true partnership between the veteran, fam- 
ily members, and provider. 

3. Establish national partnerships to roll out a nationwide education and public 
service announcement campaign focusing on reducing the stigmas attached to seek- 
ing mental health care and addressing the psychological wounds of war. All wounds 
sustained in war are equally important and need treatment, be they visible or invis- 
ible. We need to ensure this is done through clear and concise messaging. For exam- 
ple, if you had a physical injury, you would certainly seek medical care to address 
it. So why would you hesitate to do the same with a physiological injury? 

4. Integrate mental health care screenings and resources into all aspects of a vet- 
erans and servicemember’s primary health care. 

5. Implement uniformed evidence-based care in all VHA facilities and CBOCs. 
Veterans should have equal access to high quality mental health care regardless of 
where they live. 

6. Conduct a thorough review of VHA Handbook 1160.01, to ensure every VA fa- 
cility is in compliance. This includes ensuring that every VA facility has a trained 
mental health care provider on staff at all times or is readily available to care for 
a veteran in crisis via a page or phone call. 

7. Provide easily accessible mental health care or support programs for family 
members who have a loved one undergoing mental health care or treatment. 

8. Increase awareness efforts at the local level to educate all members of the com- 
munity on the signs associated with suicidal behaviors or tendencies. 

9. Conduct robust public outreach campaigns to educate the general public or the 
realities of the invisible wounds of war by removing all of the misinformation and 
myths the general public has been exposed to through inaccurate media portrayals’ 
of veterans. 

10. Expand the peer-to-peer counseling program and immediately train more vet- 
erans to be peer support counselors. 

11. Expand upon VA’s Community Toolkit Provider program by further developing 
and actively promoting a nationally recognized certification program which would 
train mental health professionals in military culture and the unique challenges 
faced by service members, veterans and their families. This should include best 
practices in providing care to this community and the nuances of military culture. 

12. Integrate robust mental health awareness and suicide prevention training into 
DoD’s enlisted education system, as well as VA’s current employee continuing edu- 
cation system. 

In closing, caring for the men and women who defend our freedom is a solemn 
responsibility that belongs to lawmakers, business leaders, and every citizen alike. 
Despite numerous successes, veterans’ and servicemembers’ mental health programs 
and care options are still not where they should be. We must remain ever vigilant 
and continue to show the men and women who volunteer to serve their country that 
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we have their hacks, through swift actions in correcting the gaps and shortfalls in 
mental health care. lAVA looks forward to working closely with this committee, VA, 
DoD and communities across our nation in a combined effort to finally close the 
gaps in our mental health care system. lAVA will also continue to work tirelessly 
to ensure that no veteran, servicememher or their family ever have to suffer in si- 
lence while carrying the burdens of our nation’s 1 1 years of war. 


National Guard Association of the United States (NGAUS) 

Thank you for all you have done for our veterans since 9/11 and for this oppor- 
tunity to present this statement for the record. 

Background - Unique Citizen Service Member/Veteran 

The National Guard is unique among components of the Department of Defense 
(DoD) in that it has the dual state and federal missions. While serving operationally 
on Title 10 active duty status in Operation Iraqi Freedom (OIF) or Operation En- 
during Freedom (OEF), National Guard units are under the command and control 
of the President. However, upon release from active duty, members of the National 
Guard return as veterans to the far reaches of their states, where most continuing 
to serve in over 3,000 armories across the country under the command and control 
of their governors. As a special branch of the Selected Reserves they train not just 
for their federal missions, but for their potential state active duty missions such as 
fire fighting, flood control, and providing assistance to civil authorities in a variety 
of possible disaster scenarios. 

Since 9/11, nearly a half a million National Guard members have deployed in con- 
tingency operations to gain veteran status. When they return from deployment, they 
are not located within the closed structure of a 24/7 supported active military instal- 
lation, but rather reside in their home town communities where they rely heavily 
on the medical support of the Veterans Administration (VA) when they can over- 
come time and distance barriers to obtain it. 

Using the National Guard as an operational force will require a more accessible 
mental health program for members and their families post-deployment in order 
both to provide the care they deserve as veterans and to maintain the necessary 
medical readiness required by deployment cycles. It cannot be a simple post-deploy- 
ment send off by the active military of “Good job. See you in five years.” To create 
a seamless medical transition from active duty to the VA, an improved medical 
screening of our members before they are released from active duty is essential to 
identify the medical issues that will be passed to the VA. The Department of De- 
fense must also recognize its responsibility of sharing the burden with the VA in 
funding mental health care for our National Guard members between deployments, 
which remains an unmet readiness need. 

The Department of Defense must also be called to task for the mishandling and 
disappearance of National Guard medical records in the OIF/OEE theaters and the 
shoddy administration of Guard and Reserve demobilization. Statistics published 
last year by the VA show that the VA denies National Guard and Reserve disability 
benefit compensation claims at four times the rate of those filed by active duty vet- 
erans. Lacking clear records to establish the service connection for their injuries, 
our Guard members face failure when they later file their VA disability claims for 
undocumented physical and behavioral injuries. This is a blot on the integrity of our 
federal government in its treatment of our veterans. This Committee must seriously 
and separately in another hearing consider legislation to establish a presumption 
of service connection for certain war common injuries of National Guard and Re- 
serve veterans who later file disability benefit compensation claims based upon 
those injuries. 

Military service in the National Guard is uniquely community based. The culture 
of the National Guard remains little understood outside of its own circles. When the 
Department of Defense testifies before Congress stating its programmatic needs, it 
will likely recognize the indispensable role of the more cost efficient National Guard 
as a vital operational force, but it will say little about, and seek less to, redress the 
benefit disparities, training challenges, and unmet medical readiness issues for Na- 
tional Guard members and their families at the state level before, during, and after 
deployment. We continue to ask Congress to give the Guard a fresh look with the 
best interests of the National Guard members, their families, and the defense of the 
homeland in mind. 
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FULLY LEVERAGE THE VET CENTER MODEL 

For behavioral support, Guard veterans often look to the stellar Vet Centers lo- 
cated throughout the country where they and their families can obtain confidential 
peer to peer counseling as well as behavioral treatment from on site clinicians; tele- 
health programs; or from referrals to fee based clinicians paid for and pre approved 
by the Vet Centers. 

Confidentiality is vital in bringing our veterans still serving in the Guard to treat- 
ment in order to assuage real concerns about the sharing of medical records with 
the Department of Defense which VA Medical Centers are authorized to do. The fee 
basing of referred care by the Vet Center to community providers establishes a 
model for this Committee to consider expanding to close the treatment gaps in our 
rural communities. A voucher program administered by the Vet Centers authorizing 
paid for treatment to qualified community providers would maximize scheduling 
flexibility and plug direct access gaps to care for our Guard veterans. 

IMPLEMENT A VOUCHER PROGRAM FOR VETERAN COMMUNITY 
BASED MENTAL HEALTH CARE 

The issues of veterans’ unemployment and mental health maintenance cannot be 
separated. Before veterans can maintain gainful employment in a challenging job 
environment, they must be able to maintain a healthy mental status and establish 
supportive social networks. 

In 2007, the Rand Corporation published a study titled, “The Invisible wounds of 
War.” It found that at the time 300,000 veterans of Operation Iraqi Freedom and 
Operation enduring Freedom suffered from either PTSD or major depression. This 
number can only have grown after five more years of war. The harmful effects of 
these untreated invisible wounds on our veterans hinder their ability to reintegrate 
with their families and communities, work productively, and to live independently 
and peacefully. 

Rand recommended that a network of local, state, and federal resources centered 
at the community level be available to deliver evidence-based care to veterans when- 
ever and wherever they are located. Veterans must have the ability to utilize 
trained and certified services in their communities. In addition to training pro- 
viders, the VA must educate veterans and their families on how to recognize the 
signs of behavioral illness and how and where to obtain treatment. 

VA and Vet Center facilities are often located hundreds of miles from our Na- 
tional Guard veterans living in rural areas. Requiring a veteran, once employed, to 
drive hundreds of miles to obtain care at a VA facility necessitates the veteran tak- 
ing time off from work for reasons likely difficult to explain to an employer. Most 
employees can ill afford to miss work, particularly after an extended absence from 
deployment in the case of our Guard veterans. The VA needs to leverage community 
resources to proactively engage veterans in caring for their mental health needs in 
a confidential and convenient manner that does not require long distance travel or 
delayed appointments. 

To facilitate the leveraging of mental health care providers in our communities, 
the VA through its Office of Mental Health Services or through its highly effective 
Vet Centers can actively exercise its authority to contract with private entities in 
local communities, or creatively implement a voucher program that would allow our 
veterans to seek fee-based treatment locally with certified providers outside the 
brick and mortar of the Veterans Administration facilities and even the Vet Centers. 

The Vet Center in Spokane for example serves an area as big as the state of 
Pennsylvania. It is not practical for veterans in this catchment area to drive hun- 
dreds of miles to seek counseling or behavioral clinical care. That Vet Center pre 
screens fee based providers to whom it will refer veterans for confidential treatment 
in its management area. It also monitors the process to make sure the veteran is 
actually receiving care paid for by the Vet Center. This system already works. How- 
ever, a voucher process would improve efficiencies by relieving the Vet Center of its 
scheduling burden by allowing the veteran to directly make his or her own appoint- 
ment with providers as needed. 

The VA and Vet Centers also need to fully leverage existing state administrative 
mental health and veteran networks. Working with the state mental health care 
provider licensing authorities, community providers certified by the VA or Vet Cen- 
ter to treat veterans could be identified at the state agency level with vouchers to 
pay for treatment by those providers administered by the state department of vet- 
erans affairs who likely may have an even greater list of veterans in the state than 
the VA or Vet Center. 

Several of our veterans have fallen through the cracks of the VA health care sys- 
tem, and will continue to do so. According to the Vietnam Veterans of America, last 
year only 30% of our veteran population had enrolled in VA medical programs. 
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Many veterans end up in the care of state social service programs in cooperation 
with state and national veteran organizations. The VA has the authority to assist 
in maintaining this safety net of care for veterans in a stressful economic climate 
for our states with a voucher program or expanded contracting with private entities. 
It needs to act. 

HIPPA CONFIDENTIALITY MUST BE OBSERVED WITH MENTAL 
HEALTH CARE 

Most of our National Guard veterans of OIF/OEF eligible for VA care post-deploy- 
ment are still serving with their units and subject to redeployment. Given the evolv- 
ing electronic medical records interoperability between the VA and the Department 
of Defense (DoD), a confidentiality issue exists relative to mental health treatment 
records for these veterans who remain in the military who do not want their records 
shared by the VA with their military commanders for fear of career reprisals. 

It is essential that HIPPA confidentiality be maintained by the VA for the mental 
health treatment records of these veterans to encourage their treatment with VA 
providers. Our Vet Centers already operate with full confidentiality which makes 
them the service center of choice for Guard members who want to maintain con- 
fidentiality of their mental health counseling records relative to protect against per- 
ceived negative repercussions in their units. HIPPA rules observe confidentiality but 
draw the line with patients who are dangers to themselves or their communities 
whose cases must be reported. Prevent. 

It is critical that confidentiality this be established as soon as possible legisla- 
tively with the VA much the same as it is currently observed in Vet Centers. We 
believe that the VA is operating under advice from its legal staff that all VA medical 
records can be transferred to DoD. Lack of confidentiality will chill the treatment 
process and is likely contributed to the under utilization of VA medical care by our 
veterans. 

REQUIRE THE VA TO FULLY IMPLEMENT SECTION 304 OF THE CARE- 
GIVERS AND VETERANS OMNIBUS HEALTH SERVICES ACT OF 2009, 
PUBLIC LAW 111-163, TO PROVIDE MENTAL HEALTH SERVICES TO 
VETERAN AND THEHMMEDIATE FAMILY MEMBERS OF OIF/OEF 
VETERANS USING PRIVATE ENTITIES 

Post-deployment, our National Guard members and their families heavily rely on 
the VA for mental health care. Congress recognized as much in passing The Care- 
givers and Veterans Omnibus Health Services Act of 2009, Public Law 111-163, 
enacted May 6, 2010, now requires the VA to reach out not just to veterans but 
to their immediate families as well to assist in the reintegration process. 

The law also authorized the VA Secretary the Secretary to contract with commu- 
nity mental health centers and other qualified entities to provide the subject serv- 
ices only in areas the Secretary determines are not adequately served by other 
health care facilities or vet centers of the Department of Veterans Affairs. It is not 
clear how thoroughly the VA has fully taken advantage of this authority to contract 
with private entities to deliver community based mental health services. 

Section 304 of the Family Caregiver Act (reproduced in the Appendix) required 
the VA to make full mental health services available also to the immediate family 
members of OIF/OEF veteran for three years post-deployment. However, the VA de- 
layed for at least two years in making the full range of its Office of Mental Health 
Services (OMHS) programs available to immediate to families as required by Section 
304. It is not clear today that the program has been fully implemented. 

Section 304 was enacted on May 6, 2010. For many, the three year post-deploy- 
ment period will begin to lapse in 2013. The VA OMHS needed to fully comply with 
Section 304 in a timely manner. Because the VA’s unreasonably delayed implemen- 
tation of this important program, this Committee needs to consider extending the 
subject three year post deployment limitation period another three years to allow 
family members to access their care. 

It also needs to lean harder on the VA to fully utilize its contracting to better le- 
verage private entities and to use a voucher system described above to make com- 
munity based treatment more accessible and convenient. Our veterans and their im- 
mediate families may be a small subset, but they are worth it. 

THE DEPARTMENT OF DEFENSE MUST COOPERATIVELY WORK WITH 
THE VA IN SCREENING BEHAVIORAL HEALTH CARE NEEDS OF 
OUR MEMBERS BEFORE THEY ARE RELEASED FROM ACTIVE DUTY 

At all stages of PTSD and depression, treatment is time sensitive. However, this 
is particularly important after onset, as the illness could persist for a lifetime if not 
promptly and adequately treated, and could render the member permanently dis- 
abled. The effects of this permanent disability on the member’s entire family can 
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be devastating. It is absolutely imperative that members returning from deployment 
be screened with full confidentiality at the home station while still on active duty 
by trained and qualified mental health care providers from VA staff and/or qualified 
health care providers from the civilian community. These providers could include 
primary care physicians, physician assistants, and nurse practitioners who have 
training in assessing psychological health presentations. Prompt diagnosis and 
treatment will help to mitigate the lasting effects of mental illness. This examina- 
tion process must he managed by the VA in coordination with the National Guard 
Director of Psychological Health for the respective state, and the state’s Department 
of Mental Health to allow transition for follow up treatment by the full VA and civil- 
ian network of providers within the state. 

As an American Legion staffer at Walter Reed once stated, the main problem for 
Reserve Component injured service members is that they are “rushed out of the sys- 
tem” before their service connected injuries and disability claims have been re- 
solved. Our injured members should not he given the “bum’s rush” and released 
from active duty until a copy of their complete military medical file, including any 
field treatment notes, has been transferred to the VA, their discoverable service con- 
nected military medical issues have been identified, any service connected VA dis- 
ability physicals have been performed similar to what is provided to the active 
forces before they are released from active duty, and the initial determination of any 
service connected VA disability claim has been rendered. Unless medically not fea- 
sible, our members should be retained on active duty in their home state for treat- 
ment to discourage them from reporting injures out of fear of being retained at a 
distant demobilization site. 

It is absolutely necessary to allow home station screening for all returning mem- 
bers by trained health care professionals who can screen, observe, and ask relevant 
questions with the skill necessary to elicit medical issues either unknown to the 
self-reporting member, or unreported for fear of being retained at a far removed de- 
mobilization site. In performing their due diligence before the issuance of an insur- 
ance policy, insurance companies do not allow individuals to self assess their health. 
Neither should the military. If geographical separation from families is causing 
some to underreport, or not report, physical or psychological combat injuries on the 
PDHA, then continuing this process at the home station for those in need would 
likely produce a better yield at a critical time when this information needs to be 
captured in order for prompt and effective treatment to be administered. 

Please see the copy of a November 5, 2008 electronic message to NGAUS from 
Dr. Dana Headapohl set forth in the Appendix that still pertains. Dr. Headapohl 
strongly recommended a surveillance program for our members before they are re- 
leased from active duty. Dr. Headapohl opines the obvious in stating that inad- 
equate medical screening of our members before they are released from ac- 
tive duty is “unacceptable to a group that has been asked to sacrifice for 
our country.” (emphasis added) 

Conclusion 

Thank you for that you have done for our veterans since 9/11. Please view our 
efforts as part of a customer feedback process to refine and improve the ongoing 
vital and enormous undertaking of the VA. Our National Guard veterans, both still 
serving and separated, will remain one of your largest base of customers who will 
continue to require your attention. Thank you for this opportunity to testify. 

E-mail from Dana Headapohl, MD, to NGAUS 

Colonel Duffy - I am sending links to articles about the importance of providing 
medical surveillance examinations for workers in jobs with specific hazardous expo- 
sures. I believe this approach could be modified to evaluate National Guard mem- 
bers returning from Iraq and Afghanistan for PTSD, TBIs and depression. 

The OSHA medical surveillance model includes the following basic elements: 

1. Identification of potential hazardous exposures (chemical, physical, biologic). 

2. Screening workers for appropriateness of placement into a specific work envi- 
ronment with such exposures. For example, individuals with compromised liver 
functions should not be placed in environments with unprotected exposures to 
hepatotoxins. 

3. Monitoring workers after unprotected exposure incidents. Examples- monitoring 
pulmonary function in a worker exposed to a chlorine gas spill, or following hepa- 
titis and HIV markers in a nurse after a needle stick injury. 
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4. Conducting exit examinations at the end of an assignment with hazardous ex- 
posures, to ensure that workers have not suffered adverse health effects from those 
exposures. 

(including concussive explosions or other traumatic events). 

Surveillance exams of all types (OSHA mandated surveillance programs, popu- 
lation health screening for chronic disease risk factors) have been a part of my prac- 
tice of Occupational and Preventive Medicine in Montana for the past 22 years. 
Early diagnosis and treatment is especially essential for potential medical problems 
facing military members serving in Iraq and Afghanistan - post traumatic stress dis- 
order (PTSD), traumatic brain injury (TBI) and depression. Timely diagnosis and 
aggressive treatment is essential especially for these problems, to maximize treat- 
ment success and functioning and to mitigate suffering. 

There are a number of organizations that design and implement medical surveil- 
lance programs. There is no reason the same approach could not be applied to the 
specific exposures and potential medical problems facing National Guard troops in 
Iraq and Afghanistan. With proper program design and local provider training, this 
program would not need to be costly. In my clinical experience, male patients espe- 
cially are more likely to report symptoms of PTSD, TBI, or depression in the context 
of an examination rather than questionnaire. Findings can present subtly, but if un- 
treated can have devastating effects on the individued, family and work place. 

In my practice, I have seen a number of Vietnam veterans, and more recently Na- 
tional Guard members who have returned from deployment in Iraq or Afghanistan, 
who have been inadequately screened and/or are suffering unnecessarily because of 
geographical barriers to adequate treatment. This is unacceptable treatment of 
group that has been asked to sacrifice for our country. They deserve better. 

I applaud your organization’s efforts to lobby for better post deplo 3 mient screening 
and treatment of the National Guard members returning from Iraq and Afghani- 
stan. 

Dana Headapohl MD 

http: ! I www.aafp.org ! afp ! 20000501 12785.html 

https: / / www.desc.dla. mil I DCM I Files / QSRHealth%20Medical%20Exam — l.pdf 
This is about military surveillance exams. 

http:! / www.lohp.org ! graphics ! pdf ! hw24en06.pdf 

http:! ! WWW. cdc.gov / niosh I sbw I management / wald.html 

http: / / WWW. ushealthworks.com / Page.aspx?Name=Services — MedSur 


National Military Family Association 

The National Military Family Association is the leading nonprofit organization 
committed to strengthening and protecting military families. Our over 40 years of 
accomplishments have made us a trusted resource for families and the Nation’s 
leaders. We have been at the vanguard of promoting an appropriate quality of life 
for active duty. National Guard, Reserve, retired service members, their families 
and survivors from the seven uniformed services: Army, Navy, Air Force, Marine 
Corps, Coast Guard, and the Commissioned Corps of the Public Health Service and 
the National Oceanic and Atmospheric Administration. 

Association Volunteers in military communities worldwide provide a direct link 
between military families and the Association staff in the Nation’s capital. These 
volunteers are our “eyes and ears,” bringing shared local concerns to national atten- 
tion. 

The Association does not have or receive federal grants or contracts. 

Our website is: www.MilitaryFamily.org. 

Chairman Jeff Miller, Ranking Member Michael Michaud, and Distinguished 
Members of the Veterans’ Affairs Committee, the National Military Family Associa- 
tion thanks you for the opportunity to submit testimony for the record on “Honoring 
the Commitment: Overcoming Barriers to Quality Mental Health Care for Vet- 
erans.” After 11 years of war, we continue to see the impact of repeated deploy- 
ments and separations on our service members, veterans, and their families. We ap- 
preciate your recognition of the service and sacrifice of these families, as well as the 
unique mental health challenges facing them. Our Association will take the oppor- 
tunity to discuss the mental health challenges and needs of our veterans and their 
families. 

Behavioral Health Care 

Our Nation must help veterans, transitioning service members. National Guard 
and Reserve members, and their families cope with the aftermath of over a decade 
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of war. Frequent and lengthy deployments have created a sharp need in behavioral 
health services. The Department of Veterans Affairs (VA), Department of Defense 
(DoD), and State agencies must partner in order to address behavioral health issues 
early in the process and provide transitional mental health programs, especially 
when leaving active duty and entering veteran status (voluntary or involuntary). 
Partnering will also capture the National Guard and Reserve member population 
and their families, who often straddle these agencies’ health care systems. 

There are barriers to access for some in our population. Many already live in rural 
areas, such as our National Guard and Reserve members, or they will choose to re- 
locate to rural areas lacking available mental health providers. We need to address 
the distance issues families face in finding mental health resources and obtaining 
appropriate care. Isolated service members, National Guard and Reserve members, 
veterans, and their families do not have the benefit of the safety net of services and 
programs provided by the VA facilities, Community-Based Outpatient Centers, and 
Vet Centers, or DoD’s network of care. 

The VA should examine DoD’s alternative methods of mental health services as 
possible solutions to their access issues. DoD discovered embedding mental health 
providers in medical home modeled clinics allows for easier access for mental health 
services. DoD has created a flexible pool of mental health providers that can in- 
crease or decrease rapidly in numbers depending on demand on the Military Health 
System side. Currently, Military Family Life Consultants and Military OneSource 
non-medical counseling are providing this type of preventative and entry-level serv- 
ice. DoD has been offering another vehicle for service members. National Guard and 
Reserve members, and their families through a web-based (Skype) medical and non- 
medical mental health counseling. This works extremely well especially for those 
who live far from counselors. Veterans and their families need this flexibility of sup- 
port. 

The VA, along with the DoD, should examine the possibility of adopting the 
United Kingdom’s model of community involvement in providing mental health serv- 
ices and programs to their military, veterans, and their families. This model of care 
identifies local resources and creates buy-in by the community to help their own. 
The model creates a direct reporting line from the community to Parliament and 
back to the community. 

Families Impacted from Stresses of War 

In the research they conducted for us, RAND found military children reported 
higher anxiety signs and symptoms than their civilian counterparts. A study by 
Gorman, et. al (2010), Wartime Military Deployment and Increased Pediatric Men- 
tal and Behavioral Health Complaints, found an 11 percent increase in outpatient 
mental health and behavioral health visits for children from the ages of 3-8 during 
2006-2007. Researchers found an 18 percent increase in pediatric behavioral health 
visits and a 19 percent increase in stress disorders when a parent was deployed. 
Additional research has found an increase in mental health services by non-de- 
ployed spouses during deployment. A study of TRICARE claims data from 2003- 
2006 published last year by the New England Journal of Medicine showed an in- 
crease in mental health diagnoses among Army spouses, especially for those whose 
service members had deployed for more than one year. The VA needs to be aware 
of the mental health needs of veterans’ children when allowing access to service and 
implementing support programs. 

Our Association’s research also found the mental health of the caregiver directly 
affects the overall well-being of the children. Therefore, we need to treat the family 
as a unit as well as individuals. Communication is key in maintaining family unit 
balance. Our study also found a direct correlation between decreased communication 
and an increase in child and/or caregiver issues during deployment. Research is be- 
ginning to validate the high level of stress and mental strain our military families 
are experiencing. This stress is carried over with them when they enter veteran sta- 
tus. The answer is making sure our families have access to behavioral health pro- 
viders with the VA’s system of care, as well. 

Successful reintegration programs will require strong partnership at all levels be- 
tween the various mental health arms of the VA, DoD, and State agencies. Opportu- 
nities for the entire family and for the couple to reconnect and hond again must also 
be provided. Our Association has recognized this need and established family re- 
treats under our Operation Purple ® program in the National Parks, promoting 
families the opportunity to reintegrate and readjust following the stresses of war 
and deployment. The VA should provide similar types of venues for veterans and 
families to reintegrate. 
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Wounded Veterans have Wounded Families 

Our Association asserts that behind every wounded service member and veteran 
is a wounded family. It is our belief the government, especially DoD and VA, must 
take a more inclusive view of military and veterans’ families. Those who have the 
responsibility to care for the wounded, ill, or injured service member or veteran 
must also consider the needs of the spouse, children, parents of single service mem- 
bers/veterans, and their siblings, and their caregivers. The VA and DoD need to 
think proactively as a team and one system, rather than separately, and address 
problems and implementing initiatives upstream while the service member and 
their family is still on active duty status. 

Reintegration programs become a key ingredient in the wounded service mem- 
bers, veterans, and their family’s success. For the past three years, we have held 
our Operation Purple ® Healing Adventures camp to help wounded, ill, or injured 
service members and their families learn to play again as a family. We hear from 
the families who participate in this camp that many issues still create difficulties 
for them well into the recovery period. Families find themselves having to redefine 
their roles following the injury of the service member. They must learn how to par- 
ent and become a spouse/lover with an injury/illness. Each member needs to under- 
stand the unique aspects the injury/illness brings to the family unit. Parenting from 
a wheelchair brings a whole new challenge, especially when dealing with teenagers. 
Parents need opportunities to get together with other parents who are in similar 
situations and share their experiences and successful coping methods. Our Associa- 
tion believes everyone must focus on treating the whole family, with VA and DoD 
offering mental health counseling and skill based training programs for coping, 
intervention, resiliency, and overcoming adversities. Injury interrupts the normal 
cycle of the reintegration process causing readjustment issues. The VA, DoD, and 
non-governmental organizations must provide opportunities for the entire family 
and for the couple to reconnect and bond, especially during the rehabilitation and 
recovery phases. 

The VA and DoD must do more to work together both during the treatment phase 
and the wounded service member’s transition to ease the family’s burden. They 
must continue to break down regulatory barriers to care and expand support when 
appropriate through the Vet Centers, the VA medical centers, and the community- 
based outpatient clinics (CBOCs), along with DoD’s system of care. We recommend 
the VA allow veteran families access to mental health services throughout the VA’s 
entire network of care. Before expanding support services to families, however, VA 
facilities must establish a holistic, family-centered approach to care when providing 
mental health counseling and programs to the wounded, ill, or injured service mem- 
ber or veteran. Family members are a key component to a veteran’s psychological 
well-being. They must be included in mental health counseling and treatment pro- 
grams for veterans. 

Caregivers of the Wounded 

Caregivers need to be recognized for the important role they play in the care of 
their loved one. Without them, the quality of life of the wounded service members 
and veterans, such as physical, psycho-social, and mental health, would be signifi- 
cantly compromised. They are viewed as an invaluable resource to VA and DoD 
health care providers because they tend to the needs of the service members and 
the veterans on a regular basis. Their daily involvement saves VA, DoD, and State 
agency health care dollars in the long run. However, their long-term psychological 
care needs must be addressed. Caregivers of the severely wounded, ill, or injured 
service members, who are now veterans, have a long road ahead of them. In order 
to perform their job well, they will require access to robust network of mental health 
services. 

We have observed from our own Healing Adventure Camps the lack of support 
and assistance to the spouse/caregiver of our wounded, ill, or injured. Many feel 
frustrated with not being considered part of the care team and not included in long- 
term care decisions. The level of frustration displayed by the spouses/caregivers at 
our recent Healing Adventure Camp at Ft. Campbell about lack of information and 
support was disturbing. Even the Congressionally mandated Recovering Warrior 
Task Force (RWTF) discovered the same level of frustration during their site visit 
to Ft. Carson and raised their concerns to the Military Treatment Facility (MTF) 
and Warrior Transition Unit (WTU) Commanders. The VA and DoD need to make 
sure the spouse/caregiver and the family are also cared for and provided them the 
support they need to perform their role as a caregiver and provide them with the 
tools to care for themselves as well. The VA and DoD need to establish spouse/care- 
giver support groups and mentoring opportunities. Spouses/caregivers need a plat- 
form where they can voice their concerns without the fear of retribution. 
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The VA has made a strong effort in supporting veterans’ caregivers. Our Associa- 
tion still has several concerns with the VA’s interpretation of P.L.111-163. The VA’s 
eligibility definition does not include illness, which means it does not align with 
DoD’s Special Compensation for Service. This means the benefit ends once the ill 
service member transfers to veteran status. We believe the VA is waiting too long 
to provide valuable resources to caregivers of our wounded, ill, or injured service 
members and veterans who served in Operation Iraqi Freedom/Operation Enduring 
Freedom/Operation New Dawn (OIF/OEF/OND). The intent of the law was to allow 
caregivers to receive value-added benefits, such as mental health counseling, in a 
timely manner in order to improve the caregiver’s overall quality of life. 

Educating Those Who Care for Veterans and their Families 

The families of veterans must be educated about the effects of Post-Traumatic 
Stress Disorder (PTSD), and suicide in order to help accurately diagnose and treat 
the veteran’s condition. These families are at the “pointy end of the spear” and are 
more likely to pick up on changes attributed to either condition and relay this infor- 
mation to their health care providers. Programs are being developed by the VA and 
each Branch of Service. However, DoD’s are narrow in focus, targeting line leaders 
and health care providers, but not broad enough to capture our military family 
members and the communities they live in. The VA’s message is broader, but still 
lacks the direct outreach needed to educate veterans’ families. 

There are many resources for veterans and their families provided by DoD, VA, 
State agencies, and non-government agencies. However, there is often difficulty 
navigating this sea of good will and knowing which resource to access when. We rec- 
ommend an extended outreach program to veterans and their families of these avail- 
able mental health resources. 

Health care and behavioral health providers must also be educated about our 
military culture. We recommend a course on military culture be required in all 
health care and behavioral health care college curriculums and to offer a standard- 
ized VA and DoD approved military culture Continuing Education Unit (CEU) for 
providers who have already graduated. Providers should be incentivized to take 
these courses. VA providers must be educated about stigma among veteran families, 
who are experiencing secondary PTSD. These families, often caregivers, are afraid 
to tell someone they too have PTSD. Veterans’ families must be told it is okay to 
seek help for themselves. 

Families want to be able to access care with a mental health provider who under- 
stands or is sympathetic to the issues they face. We appreciate the VA allowing fam- 
ily member access to Vet Centers. However, families need to have access without 
gaining permission from the veteran first. Once the service members become vet- 
erans, families have fewer access points for mental health services. Barriers, such 
as the requirement for families to first obtain the veteran’s permission, only further 
prevent access to timely mental health care. Treatment through the VA should in- 
clude access to medication along with therapy. Currently, the VA is only allowing 
therapy for families and caregivers. We also encourage the VA to develop more fam- 
ily-oriented programs and offer web-based Skype group meetings. 

The VA must also look beyond its own resources to increase mental health access 
by working with other government agencies. We appreciate President Obama’s re- 
cent Executive Order allowing the VA to partner with the Substance Abuse and 
Mental Health Services Administration (SAMHSA). However, we encourage the VA 
to include SAMHSA’s Military Families Strategic Initiative and Service member, 
veteran, and family Policy Academy States and Territories in their partnership. 
SAMHSA’s initiative encourages State agencies to provide already established serv- 
ices and programs to service members, veterans, and family members. Our Associa- 
tion has been actively working with SAMHSA providing valuable input on military 
families and military culture. We encourage committee members to ask fellow Mem- 
bers of Congress and the Administration to fund SAMHSA’s initiative so they may 
educate the remaining States and Territories about the unique needs of the mili- 
tary, veterans, and their families. 

Survivors 

The VA must work together to ensure surviving spouses and their children can 
receive the mental health services they need through all of VA’s venues 

Recommend the VA examine DoD’s alternative methods of mental health 
services and possibly adopt the United Kingdom’s model of community in- 
volvement as possible solutions to their access issues. 

Recommend the VA be aware of the mental health needs of veterans’ chil- 
dren and families when allowing access to service and implementing sup- 
port programs. 
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Recommend the VA and DoD think proactively as one team and one sys- 
tem, in order to successfully address problems and implement initiatives 
upstream while the service member and their family is still on active duty 
status. 

Recommend the VA establish a holistic, family-centered approach to care. 

Recommend the VA and DoD establish spouse/caregiver support groups 
and mentoring opportunities. 

Recommend the VA educate family members of veterans about the effects 
of Post-Traumatic Stress Disorder (PTSD) and suicide. 

Recommend the VA create outreach programs to veterans and their fami- 
lies about all of the available VA, DoD, State agencies, and non-government 
agencies behavioral health resources. 

Recommend the VA and DoD educate health care and behavioral health 
providers about our military culture and stigma among veterans’ families. 

Recommend committee members ask fellow Members of Congress and the 
Administration to fund SAMHSA’s initiative so they may educate the re- 
maining States and Territories about the unique needs of the military, vet- 
erans, and their families. 

Recommend the VA ensure surviving spouses and their children receive 
the behavioral health services they need through all of VA’s venues. 

Military Families - Our Nation’s Families 

The National Military Family Association would like to thank you again for the 
opportunity to submit testimony on overcoming barriers to quality mental health 
care for veterans and their families. Veteran families have supported the Nation’s 
military mission. The least their country can do is make sure they have consistent 
access to high quality behavioral health care. Wounded service members and vet- 
erans have wounded families. The VA and DoD systems of care should work to- 
gether in providing quality behavioral health services. We ask this Committee to as- 
sist in meeting that responsibility. We look forward to working with you to improve 
the quality of life for service members, veterans, their families and caregivers, and 
survivors. 


Paralyzed Veterans of America 

Chairman Miller, Ranking Member Michaud, and members of the Committee, 
thank you for allowing Paralyzed Veterans of America (PVA) to submit a statement 
for the record concerning the Department of Veterans Affairs’ (VA) mental health 
services. Overcoming barriers to quality mental health care for veterans is ex- 
tremely important as the number of veterans enrolled in the VA health care system 
continues to grow, and the newest generation of veterans and their families accli- 
mate to civilian life after war. PVA thanks the Committee for their continued over- 
sight and hard work on this important health care issue. 

The increased demand for VA mental health services has put greater emphasis 
on the areas in which VA can improve upon its delivery and approach to providing 
quality mental health care. In the past year, both the VA Office of Inspector General 
and the Government Accountability Office have released reports identifying issues 
that preclude veterans from receiving timely, quality VA mental health care. Such 
issues include inadequate staffing of VA mental health professionals, unreasonable 
wait times for appointments, and inaccurate reporting of mental health metrics and 
program outcomes. 

In August 2012, the President issued an Executive Order #13625, “Improving Ac- 
cess to Mental Health Services for Veterans, Service Members, and Military Fami- 
lies.” The Executive Order focuses on suicide prevention, mental health research 
and development, VA mental health staffing, and partnerships between the VA and 
mental health community providers. PVA believes that the aforementioned report 
findings, and the Executive Order substantiate the need for Congress, the Adminis- 
tration, VA leadership, and the veteran community to work together to develop in- 
novative approaches for providing VA mental health care that meets the evolving 
needs of all veterans. 

As we work to improve VA mental health care, PVA believes that it is important 
to recognize that VA is the best health care provider for veterans. Providing primary 
care and specialized health services is an integral component of VA’s core mission 
and responsibility to veterans. In the area of mental health it is vital that veterans 
receive care that is tailored to their unique experiences and needs as veterans. The 
VA has made tremendous strides in the quality of care and variety of “veteran spe- 
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cific” mental health services. These improvements include incorporating mental 
health into VA’s primary care delivery model, increasing the number of Vet Centers, 
launching mental health public awareness campaigns, and creating call centers that 
are available to veterans 24 hours a day, 7 days a week. While these improvements 
were much needed and have helped many veterans, we agree with this Committee 
that more must be done. 

The VA must focus on recruiting and retaining qualified mental health profes- 
sionals to meet the growing mental health care demand. Last year, the VA an- 
nounced its plan to increase the mental health workforce by an additional 1,900 
mental health professionals. In response to this hiring goal, PVA recommends that 
the VA conduct a comprehensive analysis of the mental health care needs of vet- 
erans, and create a mental health strategic plan for staffing to accurately assess 
current staffing needs and appropriately place newly hired employees. 

In addition to increased staffing, PVA recommends that the VA work to improve 
and expand current mental health services that have proven beneficial to veterans 
such as peer to peer support programs. As recommended in the FY 2014 Inde- 
pendent Budget, VA medical centers should work to hire veterans as peer counselors 
to provide individual counseling, as well as reach out to veterans to promote the im- 
portance of mental health, and help veterans currently receiving VA mental health 
services sustain treatment. Additionally, as the VA works to improve and increase 
access to mental health care, it must identify and adapt to the var3dng needs of the 
different generations of veterans. The VA must work to address the mental health 
needs of veterans returning from the most recent conflicts, as well as the larger pop- 
ulation of disabled veterans who are dealing with severe illnesses and catastrophic 
injuries. 

To meet the varying mental health needs of veterans, the VA must work with vet- 
erans, veteran service organizations, and stakeholders in the community to create 
innovative ways to provide quality mental health services. In fact, the President’s 
Executive Order mandates enhanced partnerships between the VA and community 
mental health providers to ensure that veterans are able to receive care in a timely 
manner. Specifically, it states that the VA and the Department of Health and 
Human Services shall establish pilot projects to contract with community based pro- 
viders to help meet veterans’ mental health care needs in a timely manner. While 
PVA understands the urgent nature of providing veterans with timely mental health 
care, we believe that the quality of that care is equally important. 

As it relates to contracted care, mental health services are unique in that it is 
difficult to move from one provider to another after trust and a rapport have been 
established. It is important to consider that when veterans are referred to providers 
outside of the VA for mental health care, they may not return to the VA for those 
services, and ensuring that veterans seek additional mental health services through 
the VA may become more difficult. When developing community partnerships with 
non-VA providers there must be a balance that allows VA to provide contracted 
services for mental health care without discouraging veterans from utilizing other 
VA mental health services, or VA’s primary care and specialized services that are 
readily available to them. Therefore, PVA strongly recommends that the first phase 
of implementation of the Executive Order should require VA to work closely with 
veteran service organizations to determine the guidelines and policies under which 
the VA may provide a veteran with mental health care in the community setting. 
Specifically, PVA believes that before the VA provides veterans with care through 
contracted services, mechanisms must be in place to ensure care coordination, and 
allow VA to monitor the quality of care provided. The VA must also make certain 
that the professionals providing the care meet VA standards and are familiar with 
cultural norms of military service and experiences of veterans. 

While PVA believes that the greatest need is still for qualified VA mental health 
professionals to provide veterans with the care they need, veterans should not have 
to wait for such essential care. The VA must work to hire and officially assign men- 
tal health staff, improve administrative processes that lead to lengthy wait times, 
and develop ways to increase access to VA mental health services while maintaining 
VA’s high quality of care and providing care that is centered on the unique needs 
of veterans. When veterans have timely access to quality mental health care serv- 
ices they in turn have the opportunity to establish productive personal and profes- 
sional lives. 

PVA would like to once again thank this Committee for the opportunity to provide 
a statement for the record, and we look forward to working with you to improve VA 
mental health services for our veterans. 
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Information Required by Rule XI 2(g)(4) of the House of Representatives 

Pursuant to Rule XI 2(g)(4) of the House of Representatives, the following infor- 
mation is provided regarding federal grants and contracts. 

Fiscal Year 2013 

No federal grants or contracts received. 

Fiscal Year 2012 

No federal grants or contracts received. 

Fiscal Year 2011 

Court of Appeals for Veterans Claims, administered by the Legal Services Cor- 
poration — National Veterans Legal Services Program — $262,787. 


Vietnam Veterans of America 

Chairman Miller, Ranking Member Michaud, and Distinguished Members of the 
House Veterans Affairs Committee, Vietnam Veterans of America (WA) thanks you 
for the opportunity to present our statement for the record on “Honoring the Com- 
mitment: Overcoming Barriers to Quality Mental Health Care for Veterans”. 

First, WA recognizes that the Veterans Health Administration (VHA) has made 
some significant progress in its efforts to improve the quality of mental health care 
for America’s veterans. For example, although not all mental health clinical staff 
has yet been trained, VA should be commended for its system-wide adoption (finally) 
of evidence-based cognitive behavioral treatment modalities for PTSD. In addition, 
the development of various web-based program applications and social media mental 
health outreach campaigns reflect a much better effort to reach America’s veterans. 
While these efforts are laudable, WA continues to believe they have not gone far 
enough. 

WA remains very concerned about three related mental health areas: suicides, 
especially among the older veterans’ cohort; recruitment, hiring, and retention of VA 
mental health staff; and timely access to VA mental health clinical facilities and 
programs, especially for our rural veterans. 

To be fair, since media reports of suicide deaths and suicide attempts began to 
surface back in 2003, the VA has developed a number of strategies to reduce sui- 
cides and suicide behaviors which include: the development of the Veterans Crisis 
Hotline and Chatline (in partnership with the Substance Abuse and Mental Health 
Administration) and a social media campaign emphasizing VA crisis support serv- 
ices; the creation of suicide prevention coordinator (SPCs) positions at all VA med- 
ical facilities whose duties include education, training, and clinical quality improve- 
ment for VHA staff members; and the hiring and training of additional staff to in- 
crease the capacity of the Veterans Crisis Line by 50 percent. 

However, the VA’s report of February 1, 2013 on veterans who die by suicide 
paints a shocking portrait of what’s happening among our older vets (see chart 
below). 


Percentage of suicides by age and veteran status among males 


Age group 

Non-veteran 

Veteran 

29 and younger 

24.4% 

5.8% 

30-39 

20.0 

8.9 

40-49 

23.5 

15.0 

50-59 

16.9 

20.0 

60-69 

7.4 

16.8 

70-79 

4.2 

19.0 

80 and older 

3.6 

14.5 
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Over two-thirds of veterans who commit suicide are age 50 or older. Among the 
report’s other findings: 

• The average age of veterans who die of suicide is just short of 60; for non- 
veterans, it’s 43. 

• Female veterans who commit suicide generally do so at younger ages than 
males. Two-thirds of women who killed themselves were under 50 years of age; 
one-third were under 40 and 13 percent were under 30. For men, the com- 
parable figures were 30 percent, 15 percent and 6 percent. 

• About 15 percent of veterans who attempt suicide, but don’t succeed, try again 
within 12 months. 

WA asks why? 

WA understands that it is very challenging to determine an exact number of sui- 
cides. Some troops who return from deployment become stronger from having sur- 
vived their experiences. Too many others are wracked by memories of what they 
have experienced. This translates into extreme issues and risk-taking behaviors 
when they return home, which is one of the reasons why veteran suicides have at- 
tracted so much attention in the media. Many times, suicides are not reported, and 
it can be very difficult to determine whether or not a particular individual’s death 
was intentional. For a suicide to be recognized, examiners must be able to say that 
the deceased meant to die. Other factors that contribute to the difficulty are dif- 
ferences among states as to who is mandated to report a death, as well as changes 
over time in the coding of mortality data. In fact, previously published data on vet- 
erans who died by suicide were only available for those who had sought VA health 
care services. But for the first time, the February 1st report also includes some lim- 
ited state data for veterans who had not received health care services from VA. 

Nevertheless, according to the American Foundation for Suicide Prevention, in 
more than 120 studies of a series of completed suicides, at least 90 percent of the 
individuals involved were suffering from a mental illness at the time of their death. 
The most important interventions are recognizing and treating these underlying ill- 
nesses, such as depression, alcohol and substance abuse, post-traumatic stress and 
traumatic brain injury. Many veterans (and active duty military) resist seeking help 
because of the stigma associated with mental illness, or they are unaware of the 
warning signs and treatment options. These barriers must be identified and 
overcome. 

WA has long believed in a link between PTSD and suicide, and in fact, studies 
suggest that suicide risk is higher in persons with PTSD. For example, research has 
found that trauma survivors with PTSD have a significantly higher risk of suicide 
than trauma survivors diagnosed with other psychiatric illness or with no mental 
pathology (1). There is also strong evidence that among veterans who experienced 
combat trauma, the highest relative suicide risk is observed in those who were 
wounded multiple times and/or hospitalized for a wound (2). This suggests that the 
intensity of the combat trauma, and the number of times it occurred, may indeed 
influence suicide risk in veterans, although this study assessed only combat trauma, 
not a diagnosis of PTSD, as a factor in the suicidal behavior. 

Considerable debate exists about the reason for the heightened risk of suicide in 
trauma survivors. Whereas some studies suggest that suicide risk is higher due to 
the symptoms of PTSD (3,4,5), others claim that suicide risk is higher in these indi- 
viduals because of related psychiatric conditions (6,7). However, a study analyzing 
data from the National Co-morbidity Survey, a nationally representative sample, 
showed that PTSD alone out of six anxiety diagnoses was significantly associated 
with suicidal ideation or attempts (8). While the study also found an association be- 
tween suicidal behaviors and both mood disorders and antisocial personality dis- 
order, the findings pointed to a robust relationship between PTSD and suicide after 
controlling for co-morbid disorders. A later study using the Canadian Community 
Health Survey data also found that respondents with PTSD were at higher risk for 
suicide attempts after controlling for physical illness and other mental disorders (9). 

Some studies that point to PTSD as the cause of suicide suggest that high levels 
of intrusive memories can predict the relative risk of suicide (3). Anger and 
impulsivity have also been shown to predict suicide risk in those with PTSD (10). 
Further, some cognitive styles of coping such as using suppression to deal with 
stress may be additionally predictive of suicide risk in individuals with PTSD (3). 

Other research looking specifically at combat-related PTSD suggests that the most 
significant predictor of both suicide attempts and preoccupation with suicide is com- 
bat-related guilt, especially amongst Vietnam veterans (11). Many veterans experi- 
ence highly intrusive thoughts and extreme guilt about acts committed during times 
of war, and these thoughts can often overpower the emotional coping capacities of 
veterans. 
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Researchers have also examined exposure to suicide as a traumatic event. Studies 
show that trauma from exposure to suicide can contribute to PTSD. In particular, 
adults and adolescents are more likely to develop PTSD as a result of exposure to 
suicide if one or more of the following conditions are true: if they witness the sui- 
cide, if they are very connected with the person who dies, or if they have a history 
of psychiatric illness (12,13,14). Studies also show that traumatic grief is more likely 
to arise after exposure to traumatic death such as suicide (15,16). Traumatic grief 
refers to a syndrome in which individuals experience functional impairment, a de- 
cline in physical health, and suicidal ideation. These symptoms occur independent 
of other conditions such as depression and anxiety. 

WA strongly suggests that until VA mental health services develops a nationwide 
strategy to address the problem of suicides among our older veterans — particularly 
Vietnam-era veterans — it immediately adopt and utilize the appropriate suicide 
risk and prevention factors for veterans found in the “National Strategy for Suicide 
Prevention 2012: Goals and Objectives for Action: A Report of the U.S. Surgeon 
General and of the National Action Alliance for Suicide Prevention” that’s available 
on-line at the web sites for both the Surgeon General’s Office and SAMHSA. 

The second item with which WA has grave concerns is the recruitment, hiring, 
and retention of VA mental health staff. In its February 1st report, the VA claims 
to be “currently engaged in an aggressive hiring campaign to expand access to men- 
tal health services with 1,600 new clinical staff, 300 new administrative staff, and 
is in the process of hiring and training 800 peer-to-peer specialists, who will work 
as members of mental health teams”. Nice words, but WA asks: Of these 1,600 clin- 
ical positions, do they represent new additional staff, or replacements for those 
who’ve retired or left VA employ? What mental health clinical job categories do 
these hires represent? And what is the VA’s staffing plan for these hires? In other 
words how many staff is VA hiring, in what positions, and how many do they cur- 
rently have? It appears that we need a scorecard to determine what is going on . . . 

And last, but certainly not least, WA remains concerned about timely access to 
VA mental health services and programs, especially since the 2012 Inspector Gen- 
eral’s report illustrated in incredible clarity how top VA facility and VISN adminis- 
trators “game the system” to make wait times appear shorter for the veterans they 
serve. The I.G.’s report said that, rather than starting the clock from the moment 
a vet asks for mental health care, the VA has been counting from whenever the first 
appointment became available, adding weeks or months to the wait time. So while 
the VA was saying 95 percent of vets were seen as quickly as they were supposed 
to be, nearly 100,000 patients had to wait much longer. At the VA Medical Center 
in Salisbury, N.C., for example, the average wait was three months. 

Once again, on behalf of VVA’s National Officers, Board, and general membership, 
thank you for your leadership in holding this important hearing on a topic that is 
literally of vital interest to so many veterans, and should be of keen interest to all 
Americans who care about our nation’s veterans. 
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U.S. Department of Veterans Affairs 
810 Vermont Avenue, NW 
Washington, DC 20420 



98 


Dear Dr. Petzel: 

On Wednesday, February 13, 2013, you testified before the Committee during an 
oversight hearing entitled, “Honoring the Commitment: Overcoming Barriers to 
Quality Mental Health Care for Veterans.” As a follow-up to the hearing, I request 
that you respond to the attached questions and provide the requested materials in- 
full by no later than close of business on Friday, April 1, 2013. 

If you have any questions, please contact Dolores Dunn, Staff Director for the 
Subcommittee on Health, at Dolores.Dunn@mail.house.gov or by calling (202) 225- 
9154. 

Your timely response to this matter and your commitment to our nation’s vet- 
erans and their families are both very much appreciated. 

With warm personal regards. 

Sincerely, 

JEFF MILLER 

Chairman 

CJM/dd/sg 


Questions From: Hon. Jeff Miller, Chairman, Congressman Jeff Denhan, 

and Congresswoman Jackie Walorski To: Department of Veterans Affairs 

1. In a Eull Committee hearing on June 14, 2011, entitled, “Mental Health: Bridg- 
ing the Gap Between Care and Compensation for Veterans,” Dr. Karen Seal of the 
San Francisco Department of Veterans Affairs (VA) Medical Center testified regard- 
ing a study she had recently published in the Journal of Traumatic Stress regarding 
mental health services utilization rate for veterans of Operations Enduring Freedom 
and Iraqi Freedom (OEF/OIF) using VA healthcare from 2002-2008. Dr. Seal testi- 
fied that less than 10% of those newly diagnosed with post-traumatic stress disorder 
(PTSD) received the recommended number and intensity of VA evidence-based 
treatment sessions within the first year of their diagnosis. She also testified that 
only about a quarter of veterans received VA’s recommended PTSD treatment pro- 
tocol of nine or more sessions, and only about 10% attended such sessions within 
VA’s recommended timeframe of fifteen weeks following their initial diagnosis. 

- Please provide, for each fiscal year (FY) 2008 through 2012, the number of OEF/ 
OIF veterans using VA healthcare who have: (1) been diagnosed with PTSD, (2) re- 
ceived the recommended PTSD treatment protocol of nine of more sessions following 
their initial diagnosis; and, (3) attended such sessions within fifteen weeks of their 
initial diagnosis. 

2. Of the approximately 3,262 mental health professionals VA alleges to have 
hired as of January 29, 2013, please provide the following: 

- the number of such providers broken down by occupation and status (i.e., on- 
board, firm or tentative job offer, awaiting credentialing and privileging, pending 
interview, etc.); 

- the number of such providers broken down by Veterans Integrated Service Net- 
work and VA medical center or clinic; 

- the number of such providers who perform disability evaluations, either full-time 
or part-time; 

-the average length of time it takes the Department to credential and privilege 
each such provider; 

- the number of such providers who were transferred from other VA facilities. 

3. During the hearing, in response to my question about how VA evaluates patient 
outcomes with regard to mental health care, you stated that, “ ... we have good evi- 
dence in literature that people that go through [VA treatment programs] do indeed 
have less symptomatology associated with their PTSD and are better adjusted to liv- 
ing in society. There are many instances of the treatment protocols that we have, 
where we can demonstrate the direct impact on those individuals that have been 
through that therapy.” 

- Please provide a copy of any and all of the “literature” that you referred to in 
the above statement. 

- Please describe each incident referenced in your above statement where VA is 
able to demonstrate “the direct impact” of the mental health care VA provides on 
the subsequent mental health of the veterans who access that care. 

4. In response to my question regarding how the Committee can assist VA in pro- 
viding quality and timely mental health care services to veteran patients, you stated 
that the Committee may help in: (1) facilitating interactions between VA and com- 
munity health centers; (2) helping VA interact better with private sector providers; 
and, (3) addressing the shortage of psychiatrists. 
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- Please expand on how you believe the Committee could be of assistance to the 
Department in each of the three areas listed above. 

5. In response to my question regarding how VA has been able to hire increased 
numbers of mental health providers, you stated that, “[o]f all of the professionals 
in mental health, the most difficult problem we are having is recruiting psychia- 
trists, and we have barely been able to recruit half of the new ones that we said 
we wanted to do, and that it is in spite of raising the salary quite substantially, 
providing incentives for recruitment, bonuses, etc.” 

- Please provide further details on the salary raises, recruitment incentives, bo- 
nuses, and any and all other actions VA has taken in an effort to recruit and retain 
psychiatrists. 

- Please describe any and all actions beyond the ones referenced above that VA 
has taken or is considering taking to alleviate the the difficulties VA has experi- 
enced recruiting psychiatrists (i.e. undertaking additional recruitment and retention 
incentives, increasing partnerships with non-VA resources, recruiting increased 
numbers of other mental health professionals, etc.). 

6. In response to a question from Ranking Member Michaud regarding Section 3 
of the Executive Order on Improving Access to Mental Health Servicemembers, Vet- 
erans, and Their Families, you stated that, “ ... 15 pilots sites were selected . . . 
based upon the desire of the local network to participate, our hospital to participate, 
and a need . . . identified often by how rural the areas were. There is one urban cen- 
ter where we are doing this in Atlanta to get a feel for what they might be like, 
because there are many, many community mental health clinics in the Atlanta 
area.” You further stated that, “[w]e think that this is . . . going to be a viable alter- 
native in the future to us cooperating in the community with providing care in these 
again remote rural areas.” 

- Please name the location of each of the 15 selected pilot sites. 

- Please describe, in detail, the criteria the Department used to choose each of the 
sites named above. 

- Please expand on your statement above that enhanced partnerships between VA 
and community partners is going to be a “viable alternative” to “cooperating in the 
community,” to include what you see these partnerships as an alternative to and 
whether or not you see them as an asset in rural areas only or, potentially, in urban 
communities as well and why. 

7. In response to a question from Ranking Member Michaud regarding veteran 
suicide data. Dr. Janet Kemp, the Director of VA’s Suicide Prevention and Commu- 
nity Engagement Program, stated that, “[t]here [are] a couple of states that we are 
still working with over privacy issues and how we are going to share data and I 
am confident that we will get those soon.” 

- Please name the states referenced above. 

- Please describe any and all barriers, including privacy issues, to the states ref- 
erenced above providing VA with the requested data on veteran suicide rates. 

- When does the Department expect that complete veteran suicide rate data will 
be received from all 50 states? 

8. In response to a question from Ranking Member Michaud regarding perform- 
ance requirements for VA mental health providers, you stated that, “ . . . .it is impor- 
tant to have performance measures, and I think it is incumbent upon us as the lead- 
ers to make sure that there is the proper balance between time available to do clin- 
ical care, and the necessity of meeting performance measures.” 

- Please name each of the current performance measures (including any and all 
clinical reminders) currently in place for VA mental health care providers, to include 
the justification for using each measure and how long it has been in place. 

- Please describe how you, as the Under Secretary for Health, ensure a “proper 
balance” between measuring provider performance and ensuring sufficient clinical 
care. 

9. In response to a question from Representative Runyan regarding the need to 
be proactive in addressing veterans’ mental health needs, you discussed the need 
to develop close, trusting relationships between veteran patients and VA mental 
health providers. You stated that VA needed to focus on, “ . . . developing the rela- 
tionships where [veteran patients] will tell us where there are things that may be 
antecedents to suicide that are bothering them,” and, “[i]t is getting the information, 
and the contact with the individual before they have the difficulty as you have 
pointed is the problem.” In response to a similar question from Representative 
Brownley, you stated that,” . . . we have a newly organized task force that Dr. Kemp 
is chairing that is going to look at how we can develop a different paradigm if you 
will for the way we deliver care to people that have chronic pain, sleep disorders, 
depression, etc., the things that have the greatest impact on suicide.” 
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- How does VA foster such relationships between VA providers and veteran pa- 
tients? 

- What different paradigms is the taskforce referenced above looking at regarding 
the delivery of mental health care and when is that work expected to be complete? 

10. In response to a question from Representative Coffman regarding VA mental 
health care providers, you stated that, “ . . . this spring [we have] implemented our 
performance criteria for timeliness, the intention is to go out and do three things. 
One, look at the measures. Two, survey veterans as to whether or not they were 
- had timely access as well as other satisfaction related questions. And three, to 
survey the staff. Are they able to provide timely access for their patients, are they 
adequately staffed, do they have enough people to do the work that they are being 
required. So, yes, we are going to do it. And we will be doing that on a regular 
basis” 

- Please provide the timeliness performance criteria referenced above. 

- Please provide information regarding the survey of veteran patients referenced 
above, to include the number of veteran patients expected to be surveyed, the ques- 
tions expected to be included on the survey, the method expected to be used to con- 
duct the survey (i.e., in person, electronic, via telephone, etc.), the expected survey 
results, the expected total cost of the survey, and any and all follow-up actions ex- 
pected to result from the survey. 

- Please provide information regarding the survey of VA mental health care pro- 
viders referenced above, to include the number of VA mental health providers ex- 
pected to be surveyed, the questions expected to be included on the survey, the 
method expected to be used to conduct the survey (i.e., in person, electronic, via tele- 
phone, etc.), the expected survey results, the expected total cost of the survey, and 
any and all follow-up actions expected to result from the survey. 

- When does the Department expect all three of the above actions to be completed? 

- How often does the Department expect to conduct follow-up surveys of veteran 
patients accessing VA mental health care? 

- How often does VA expect to conduct follow-up surveys of VA mental health pro- 
viders? 

Questions for the Record from Congressman Jeff Denham 

1. As we have heard the hearing, the conflicts in Afghanistan and Iraq have cre- 
ated extraordinary demands for care as veterans return from theater. For those 
with PTSD or other mental health issues, long waits for treatment can put them 
at risk for suicide or other behavioral problems. 

- Has VA considered short-term solutions to address the immediate mental health 
need while it recruits and hires the staff it needs long term? 

2. I understand that VA has been conducting pilot programs designed to provide 
veterans with access to community-based mental health services in several rural 
communities like mine. For veterans that are able to get into one of these programs, 
they provide needed care closer to the veteran’s home. However, I understand that 
use of these pilots by VA facilities has been very low. 

- What are you doing to encourage use of these programs in rural communities? 

- Are there any plans to expand these rural pilot programs, to other rural commu- 
nities across the country? 

Questions for the Record from Congresswoman Jackie Walorski 

1. During the hearing, we heard how veterans are discouraged with long wait 
times in-between appointments and consequently drop out of treatment. 

- What is VA doing to improve mental health wait times for veteran patients ac- 
cessing VA mental health care? 

- How is VA working to better accommodate veterans who have transitioned into 
the civilian world and all the new responsibilities they must deal with while trying 
to seek the health care they need? 


Responses From the U.S. Department of Veterans Affairs 

1. In a Full Committee hearing on June 14, 2011, entitled, “Mental Health: 
Bridging the Gap Between Care and Compensation for Veterans,” ???Dr. 
Karen Seal of the San Francisco Department of Veterans Affairs (VA) Med- 
ical Center testified regarding a study she had recently published in the 
Journal of Traumatic Stress regarding mental health services utilization 
rate for veterans of Operations Enduring Freedom and Iraqi Freedom 
(OEF/OIF) using VA healthcare from 2002-2008. Dr. Seal testified that less 
than 10% of those newly diagnosed with post-traumatic stress disorder 
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(PTSD) received the recommended number and intensity of VA evidence- 
based treatment sessions within the first year of their diagnosis. She also 
testified that only about a quarter of veterans received VA ’s recommended 
PTSD treatment protocol of nine or more sessions, and only about 10% at- 
tended such sessions within VA’s recommended timeframe of fifteen weeks 
following their initial diagnosis. 

Please provide, for each fiscal year (FY) 2008 through 2012, the number 
of OEF/OIF veterans using VA healthcare who have: (1) been diagnosed 
with PTSD, (2) received the recommended PTSD treatment protocol of nine 
of more sessions following their initial diagnosis; and, (3) attended such 
sessions within fifteen weeks of their initial diagnosis. 

VA Response: 

We identified all Operation Enduring Freedom/Operation Iraqi Freedom (OFF/ 
OIF) Veterans who have enrolled in VA care and received any outpatient VA serv- 
ices between the date of their separation from military service (for regular Armed 
Forces), or the end date of their last deployment (for Reserve and National Guard), 
and the end of fiscal year (FY) 2011. ^ The Veterans Health Administration (VHA) 
has treated 728,705 of these Veterans. 

Table 1 indicates the numbers that were diagnosed with Post-traumatic Stress 
Disorder (PTSD) in the same time frame. Those diagnosed with PTSD are those who 
had at least two outpatient visits, or one inpatient or residential bed day, where a 
diagnosis of PTSD was present. This methodology for counting those with a diag- 
nosis of PTSD differs from Dr. Seal’s methodology, but is consistent with how Men- 
tal Health Service and Office of Mental Health Operations report numbers on 
PTSD. Over all of the years, a cumulative total of 166,604 (22.9 percent) OEF/OIF 
Veterans treated by VHA were diagnosed with PTSD. 


Table 1. Number of OEF/OIF Veterans diagnosed with PTSD, by year of 

diagnosis 


Year 

Number with PTSD 

% of all OEF/OIF Vet- 
erans with PTSD 

2002 

10 

0.01 

2003 

94 

0.06 

2004 

2216 

1.33 

2005 

8054 

4.83 

2006 

12369 

7.42 

2007 

19154 

11.5 

2008 

26674 

16.01 

2009 

30537 

18.33 

2010 

32582 

19.56 

2011 

34914 

20.96 


Next, we calculated the proportion of those who received a diagnosis of PTSD who 
also had at least nine outpatient mental health visits in the year after their initial 
diagnosis. That data is presented in Table 2. Note that while Dr. Seal’s analysis in- 
cluded only mental health visits to sub-specialty PTSD, mood disorder, or substance 
use clinics, and visits to mental health clinicians embedded in primary care, she did 
not include a number of settings where evidence-based PTSD treatment can be de- 
livered, such as psychology and psychiatry individual visits and general mental 
health clinics. We included these locations in our analysis of mental health care uti- 
lization. 


^The FY12 data are not included because the outcomes measures (any care in one year, any 
psychotherapy in one year, and 9 visits in 15 weeks at any time within one year of diagnosis) 
required at least one year in which to examine. Therefore, we included all Veterans through 
the end of FYll and examined their utilization through the end of FY12. 
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Table 2. Number and proportion of OEF/OIF Veterans diagnosed with 
PTSD who received at least nine visits in the year after initial diagnosis 


Year 

Number of OEF/OIF 
Veterans with PTSD 
who had 9 visits in a 
year 

% of all OEF/OIF Vet- 
erans with PTSD in the 
year 

2002 

4 

40.00 

2003 

46 

48.94 

2004 

817 

36.87 

2005 

2374 

29.48 

2006 

3530 

28.54 

2007 

5551 

28.98 

2008 

7654 

28.69 

2009 

9196 

30.11 

2010 

9711 

29.80 

2011 

9905 

28.37 


Finally, we calculated the proportion of those diagnosed with PTSD who received 
nine visits within a 15 week period during the year after their initial diagnosis. We 
used the same list of possible locations of care as in Table 2. This data is in Table 
3. 

Table 3. Number and proportion of OEF/OIF Veterans diagnosed with 
PTSD who received at least nine visits within a 15 week period in the 
year after initial diagnosis 


Year 

Number with PTSD who 
had 9 visits in 15 weeks 

% of all Veterans with 
initial PTSD diagnosis 
in the year 

2002 

2 

20.00 

2003 

28 

29.79 

2004 

501 

22.61 

2005 

1403 

17.42 

2006 

2082 

16.83 

2007 

3222 

16.82 

2008 

4396 

16.48 

2009 

5512 

18.05 

2010 

5957 

18.28 

2011 

6156 

17.63 


2. Of the approximately 3,262 mental health professionals VA alleges to 
have hired as of January 29, 2013, please provide the following: 

The number of such providers broken down by occupation and status 
(i.e., on-board, firm or tentative job offer, awaiting credentialing and privi- 
leging, pending interview, etc.); 

VA Response: 

All of the 4,308 mental health professionals hired as of June 30, 2013, reported 
by VA were brought are on-board to provide services to our Veterans, 
a) The break out of the occupations is as follows: 


Occupa- 

tions 

LMFTi 

LPMHC2 

Nurse 

Phy- 

si- 

cian 

Psy- 

chol- 

ogist 

Social 

Work- 

er 

Other 
clin- 
ical 3 

Non- 

clin- 

ical 

Grand 

Total 

Number 

31 

40 

986 

403 

757 

990 

626 

475 

4,308 


TABLE 1: Mental Health Professionals Hired as of January 29, 2013 

1 Licensed Marriage and Family Therapist. 

^ Licensed Professional Mental Health Counselors. 

® Other Mental Health Professions include: Addiction Therapists, Health Techni- 
cians, Health Science Specialists, Nurse Assistants, Pharmacists, Occupational 
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Therapists, Physician Assistants, Recreational Therapists, and Vocational Rehabili- 
tation Therapists. 

b) Tentative job offer as of January 29, 2013: Already on board 

c) Firm job offer as of January 29, 2013: Already on board 

d) Pending interview as of January 29, 2013: Already on board 

e) Awaiting credentialing and privileging: Already on board 

The number of sueh providers broken down by Veterans Integrated Serv- 
iee Network and VA medieal eenter or elinie; 

VA Response: 


VISN 

Hired 

1 

128 

2 

55 

3 

144 

4 

326 

5 

59 

6 

166 

7 

345 

8 

394 

9 

280 

10 

121 

11 

167 

12 

188 

15 

132 

16 

375 

17 

243 

18 

167 

19 

127 

20 

199 

21 

176 

22 

232 

23 

176 

VCLi 

108 

Total 

4,308 


1 Veterans Crisis Line 

TABLE 2: Number of Mental Health Providers Hired by the VA 
the number of sueh providers who perform disability evaluations, either 
full-time or part-time; 
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VA Response: 

That number is unknown, as the number of providers who perform disability eval- 
uations is only tracked locally. 

the average length of time it takes the Department to credential and 
privilege each such provider; 

VA Response: 


Category 

Average Days from en- 
rollment in VetPro* to 
Submission 

Average Days from Sub- 
mission in VetPro* to 
Complete Verification 

All provider 

10 

35 

Licensed independent pro- 
vider (Physician) 

20 

48 

Psychologist (licensed) 

13 

31 

Psychologist (unlicensed) 

10 

32 

Licensed Professional 
Mental Health Coun- 
selor 

3 

20 

Marriage and Family 
Therapist 

5 

26 

Social Worker (licensed) 

5 

27 

Social Worker (other) 

4 

27 


*VetPro is used in VA to credential and privilege VA providers 

TABLE 3: Length of Time to Credential and Privilege VA Providers 

the number of such providers who were transferred from other VA facili- 
ties. 

VA Response: 

Of note, VA is tracking the backfills of these positions. If a current VA provider 
transfers from one facility to a different VA facility, VA does not count the transfer 
itself as a new hire. As stated above in condition 3, a new hire is counted only when 
the original position is backfilled with an external hire. In no instance has VHA 
counted current VHA employees who vacated a mental health position to fill a dif- 
ferent mental health position as this would not meet the intent of VHA’s drive to- 
wards the initiative. 

3. During the hearing, in response to my question about how VA evalu- 
ates patient outcomes with regard to mental health care, you stated that, 
“...we have good evidence in literature that people that go through [VA 
treatment programs] do indeed have less symptomatology associated with 
their PTSD and are better adjusted to living in society. There are many in- 
stances of the treatment protocols that we have, where we can demonstrate 
the direct impact on those individuals that have been through that ther- 
apy.” 

Please provide a copy of any and all of the “literature” that you referred 
to in the above statement. 

VA Response: 

The following is an annotated bibliography of research literature supporting the 
efficacy of PTSD treatments provided at VA. Published International Literature on 
Traumatic Stress (PILOTS) ID numbers noted at the end of each reference are 
unique identifiers that can be used to locate the reference within the National Cen- 
ter for PTSD’s PILOTS database. 

Cognitive Processing Therapy (CPT) 

l.Alvarez, J., McLean, C., Harris, A. H. S., Rosen, C. S., Ruzek, J. I., and 
Kimerling, R. E. (2011). The comparative effectiveness of cognitive processing ther- 
apy for male Veterans treated in a VHA posttraumatic stress disorder residential 
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rehabilitation program. Journal of Consulting and Clinical Psychology, 79, 590-599. 
doi:10.1037/a0024466 PILOTS ID: 37362 

This was one of the first studies to demonstrate that CPT is more effective than 
a usual care treatment within a VA clinical setting. The 104 Veterans treated with 
group CPT in a VA PTSD Residential Rehabilitation Program had greater improve- 
ment in PTSD, depression, and psychological quality of life, and were more likely 
to lose their PTSD diagnosis than 93 Veterans treated with trauma-focused group 
therapy, the usual treatment being delivered prior to CPT’s implementation. 

2. Chard, K. M., Schumm, J. A., Owens, G. P. and Cottingham, S. M. (2010). A 
comparison of OEF and OIF Veterans and Vietnam Veterans receiving cognitive 
processing therapy. Journal of Traumatic Stress, 23, 25-32. doi:10.1002/jts. 20500 
PILOTS ID: 83687 

This study addressed the important question of whether OEF/OIF Veterans re- 
spond differently to outpatient PTSD treatment than Vietnam Veterans. The inves- 
tigators found that compared with 50 Vietnam Veterans, 51 OEF/OIF Veterans had 
lower PTSD severity after CPT, yet attended fewer treatment sessions. The study 
suggests that the chronic nature of PTSD among the Vietnam cohort may be more 
difficult to treat and requires a longer course of therapy. 

3. Chard, K. M., Schumm, J. A., Mcllvain, S. M., Bailey, G. W., and Parkinson, 
R. B. (2011). Exploring the efficacy of a residential treatment program incorporating 
cognitive processing therapy-cognitive for Veterans with PTSD and traumatic brain 
injury. Journal of Traumatic Stress, 24, 347-351. doi: 10. 1002/jts. 20644 PILOTS ID: 
85169 

To better understand how TBI affects response to PTSD-focused treatment, this 
study of 42 Veterans examined outcomes from a residential VA PTSD-TBI treat- 
ment program that incorporates CPT. Results showed that the treatment led to bet- 
ter outcomes for Veterans with mild TBI and Veterans with moderate/severe TBI, 
with no differences between the TBI groups. This is the first study to show that Vet- 
erans with PTSD and TBI experience decreased PTSD and depression following par- 
ticipation in a residential trauma-focused treatment program. 

4. Chard, K. M., Ricksecker, E. G., Healy, E. T., Karlin, B. E., and Resick, P. A. 

(2012). Dissemination and experience with cognitive processing therapy. Journal of 
Rehabilitation Research & Development, 49, 667-678. doi:10.1682/ 

JRRD.2011. 10.0198 PILOTS ID: 86801 

The study is a program evaluation of VA’s national training rollout of CPT. Out- 
come data from 374 Veterans who received CPT from therapists trained via the pro- 
gram indicated statistically significant and clinically meaningful improvements in 
PTSD. Veterans from Vietnam, OEF/OIF, and the Persian Gulf War benefited 
equally from CPT. 

5. Monson, C. M., Schnurr, P. P., Resick, P. A., Friedman, M. J., Young-Xu, Y.,and 
Stevens, S. P. (2006). Cognitive processing therapy for Veterans with military-re- 
lated posttraumatic stress disorder. Journal of Consulting and Clinical Psy- 
chology,74, 898-907. doi:10.1037/0022-006X.74.5.898 PILOTS ID: 28862 

The study is the first randomized controlled trial of CPT for Veterans with PTSD. 
In the sample of 60 Veterans, CPT led to significantly greater improvements in 
PTSD, depression, and social adjustment, among other outcomes, compared to a 
wait-list control group. Importantly, Veterans with PTSD-related disability im- 
proved just as much as Veterans without PTSD-related disability. 

0. 5uris, A., Link-Malcolm, J., Chard, K., Ahn, C., and North, C. (2013). A random- 
ized clinical trial of cognitive processing therapy for Veterans with PTSD related to 
military sexual trauma. Journal of Traumatic Stress, 26, 28-37. doi:10.1002/ 
jts.21765 PILOTS ID: TBD 

This is the first randomized controlled trial of CPT for PTSD-related to military 
sexual trauma (MST). This study found CPT to be more effective than Present-Cen- 
tered Therapy, a non-trauma-focused PTSD treatment, in reducing self-reported 
PTSD symptoms in a sample of 86 Veterans (73 female, 13 male). 

Prolonged Exposure (PE) and other Exposure Therapies 

1. Rauch, S. A., Defever, E., Favorite, T., Duroe, A., Garrity, C., Martis, B., and 
Liberzon, 1. (2009). Prolonged exposure for PTSD in a Veterans Health Administra- 
tion PTSD clinic. Journal of Traumatic Stress, 22, 60-64. doi:10. 1002/jts. 20380 PI- 
LOTS ID: 82589 

This pilot study showed that PE was effective in reducing PTSD and depression 
in a small sample of 10 men and women Veterans from various war eras seen in 
a VA PTSD clinic. Half the patients were seen by therapists participating in the 
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national VA training program in PE. Outcomes for these patients were just as posi- 
tive as those for patients seen by clinicians experienced with PE. 

2. Schnurr, P. P., Friedman, M. J., Engel, C. C., Foa, E. B., Shea, M. T., Chow, 
B. K., . . . Bernardy, N. C. (2007). Cognitive behavioral therapy for posttraumatic 
stress disorder in women: A randomized controlled trial. Journal of the American 
Medical Association, 297, 820-830. doi:10.1001/jama.297.8.820 PILOTS ID: 29137 

This study is one of the largest clinical treatment trials conducted, with a sample 
of 284 female Veterans and active duty personnel, and the first of PTSD in female 
Servicemembers. Women who received PE had greater improvements in PTSD, de- 
pression, anxiety, and quality of life than women who received Present-Centered 
Therapy, a non-trauma-focused PTSD treatment. 

3.Strachan, M., Gros, D. F., Ruggiero, K. J., Lejuez, C.W., and Acierno, R. E. 
(2011). An integrated approach to delivering exposure-based treatment for S3mip- 
toms of PTSD and depression in OIF/OEF Veterans: Preliminary findings. Behavior 
Therapy, 43, 560-569. doi:10.1016/j.beth.2011.03.003 PILOTS ID: 37822 

This study presents preliminary data from an ongoing clinical trial and indicates 
that a brief behavioral treatment incorporating exposure was effective in signifi- 
cantly improving PTSD, depression, and anxiety among 31 OEF/OIF Veterans, 
whether delivered using home-based telehealth or in-person. The findings suggest 
that exposure treatment can be effectively administered using telehealth technology, 
which may expand the reach of this evidence-based approach. 

4. Thorp, S. R., Stein, M. B., Jeste, D. V., Patterson, T. L., and Wetherell, J. L. 
(2012). PE therapy for older Veterans with posttraumatic stress disorder: A pilot 
study. American Journal of Geriatric Psychiatry, 20, 276-280. doi:10.1097/ 
JGP.0b013e3182435ee9 PILOTS ID: 38445 

This preliminary study begins to fill the gap in research on PTSD treatment in 
older Veterans. Findings indicated that PE was well received by a small sample of 
10 Veterans age 56 to 78 and effective in improving PTSD symptoms to a significant 
and large degree. Dropout was similar to that seen in other PTSD treatment stud- 
ies. Improvement in PTSD was larger in the PE group than in a nonrandomized 
comparison sample of older Veterans receiving usual treatment (medication appoint- 
ments or case management) in the same clinic. 

5. Tuerk, P. W.; Yoder, M.; Grubaugh, A. L.; Myrick, H.; Hamner, M. B.; and 
Acierno, R. E. (2011). Prolonged exposure therapy for combat-related posttraumatic 
stress disorder: An examination of treatment effectiveness for Veterans of the wars 
in Afghanistan and Iraq. Journal of Anxiety Disorders, 25, 397-403. doi:10.1016/ 
j.janxdis.2010.11.002 PILOTS ID: 35452 

This is one of the few studies of real-world treatment effectiveness exclusively fo- 
cused on OEF/OIF Veterans. The trial found that a sample of 65 OEF/OIF Veterans 
treated with PE by VA PTSD Clinical Teams (PCT) had significant improvements 
in PTSD that were similar in size to those found in randomized controlled trials of 
PE in civilians. Importantly, PTSD improved irrespective of service connection dis- 
ability status. 

6. Tuerk, P. W., Yoder, M., Ruggiero, K. J., Gros, D. F., and Acierno, R. E. (2010). 
A pilot study of prolonged exposure therapy for posttraumatic stress disorder deliv- 
ered via telehealth technology. Journal of Traumatic Stress, 23, 116-123. 
doi:10.1002/jts.20494 PILOTS ID: 83699 

This is the first trial of PE delivered via telehealth technology. Results indicated 
that 12 Veterans who received PE via telehealth at their local VA Community- 
Based Outreach Clinic experienced large reductions in PTSD and depression. These 
improvements were generally similar to those experienced by a group of 35 Veterans 
who received the treatment in-person at the main VA Medical Center (VAMC). PE 
via telehealth was safe and feasible, with acceptable, albeit slightly higher than in- 
person, rates of treatment completion. 

7. Wolf, G. K., Strom, T. Q., Kehle, S. M., and Eftekhari, A. (2012). A preliminary 
examination of prolonged exposure therapy with Iraq and Afghanistan Veterans 
with a diagnosis of posttraumatic stress disorder and mild to moderate traumatic 
brain injury. Journal of Head Trauma Rehabilitation, 27, 26-32. doi:10.1097/ 
HTR.0b013e31823cd01f PILOTS ID: 37922 

This small study demonstrated that prolonged exposure with minimal procedural 
enhancements was feasible and effective for treating PTSD and depression in OEF/ 
OIF Veterans with traumatic brain injury. Improvements were large and 9 out of 
the 10 Veterans no longer meeting criteria for PTSD based on a self-report measure. 
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S.Yoder, M., Tuerk, P. W., Price, M., Grubaugh, A. L., Strachan, M., Myrick, H., 
and Acierno, R. E. (2012). Prolonged exposure therapy for combat-related 
posttraumatic stress disorder: Comparing outcomes for Veterans of different wars. 
Psychological Services, 9, 16-25. doi:10.1037/a0026279 PILOTS ID: 37575 

This study added to the literature examining whether there is variability in PTSD 
treatment response across different cohorts of Veterans. The investigators examined 
archival data from 112 Veterans treated with PE by a PCT. The treatment was very 
effective at reducing PTSD and depression for the overall sample, although Gulf 
War Veterans experienced less improvement compared with Vietnam or OEF/OIF 
Veterans and also had a slower rate of improvement. The factors that may account 
for this differential effectiveness have yet to be explored. 

Other Cognitive-Behavioral Treatments 

1. Beidel, D. C., Frueh, B. C., Uhde, T. W., Wong, N., and Mentrikoski, J. M. 
(2011). Multicomponent behavioral treatment for chronic combat-related 
posttraumatic stress disorder: A randomized controlled trial. Journal of Anxiety Dis- 
orders, 25, 224-231. doi:10.1016/j.janxdis.2010.09.006 PILOTS ID: 35248 

The randomized clinical trial compared a multicomponent cognitive-behavioral 
therapy. Trauma Management Therapy. This therapy combines exposure therapy 
and social emotional rehabilitation, to exposure therapy only in a group of 35 male 
combat Veterans with chronic PTSD. Veterans in both conditions had moderate im- 
provements in PTSD, with no difference between groups. The Trauma Management 
Therapy group had greater decreases in social impairment after receiving the treat- 
ment component that focuses on social functioning. 

2. Frueh, B. C., Monnier, J., Yim, E., Grubaugh, A. L., Hamner, M. B., and Knapp, 

R. G. (2007). A randomized trial of telepsychiatry for post-traumatic stress disorder. 
Journal of Telemedicine and Telecare, 13, 142-147. doi:10.1258/ 

135763307780677604 PILOTS ID: 29644 

This randomized clinical noninferiority trial of group therapy compared video tele- 
conferencing with in-person format in a sample of 38 male Veterans with PTSD. 
Change in self-reported PTSD from before to after treatment was small in both 
groups and did not differ between groups, who also did not differ in session attend- 
ance and treatment satisfaction. However, the same-room group was more likely to 
complete assigned homework and reported greater comfort when talking with their 
therapist. 

3. Jakupcak, M., Roberts, L. J., Martell, C., Mulick, P. S., Michael, S. T., Reed, R., 
McFall, M. E. (2006). A pilot study of behavioral activation for Veterans with 
posttraumatic stress disorder. Journal of Traumatic Stress, 19, 387-391. 
doi:10.1002/jts.20125 PILOTS ID: 80064 

This pilot study evaluated the feasibility and effectiveness of behavioral activation 
for treating PTSD in 11 Veterans who received 16-weekly individual sessions of 
treatment, 9 of whom completed the protocol. There were moderate pre-post im- 
provements in PTSD, but no improvement in depression and quality of life. 

4. Morland, L. A., Greene, C. J., Rosen, C. S., Foy, D. W., Reilly, P. M., Shore, J. 
H., . . . Frueh, B. C. (2010). Telemedicine for anger management therapy in a rural 
population of combat Veterans with posttraumatic stress disorder: A randomized 
noninferiority trial. Journal of Clinical Psychiatry, 71, 855-863. doi:10.4088/ 
JCP.09m05604blu PILOTS ID: 33947 

This randomized clinical noninferiority trial of anger management therapy for 125 
Veterans with PTSD found that those who received treatment by video teleconfer- 
encing had comparable symptom improvements to those who received in-person 
therapy. There were no differences in attrition, adherence, satisfaction, or treatment 
expectancy, although Veterans in the in-person condition reported higher thera- 
peutic alliance. 

5. Monson, C. M., Fredman, S. J., Macdonald, A., Pukay-Martin, N. D., Resick, P. 
A., and Scbnurr, P. P. (2012). Effect of cognitive-behavioral couple therapy for 
PTSD: A randomized controlled trial. Journal of the American Medical Association, 
308, 700-709. doi: lO.lOOl/jama.2012.9307 PILOTS ID: 39124 

Forty couples in which one partner had PTSD (including 9 couples in which the 
PTSD partner was a Veteran) were randomized to receive couple therapy or to a 
waitlist. Couple therapy resulted in greater decreases in PTSD and other symptoms 
and increased relationship satisfaction in the PTSD partners, but no differential im- 
provement in relationship satisfaction in the non-PTSD partners. 

6. Rotunda, R.J., O’Farrell, T.J., Murphy, M., and Babey, S.H. (2008). Behavioral 
couples therapy for comorbid substance use disorders and combat-related 
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posttraumatic stress disorder among male Veterans: An initial evaluation. Addictive 
Behaviors, 33, 180-187. doi:10.1016/j.addbeh.2007.06.001 PILOTS ID 30123 

This randomized controlled trial compared outcomes of behavioral couples therapy 
in 38 Veterans who had comorbid PTSD and alcohol use disorder or alcohol use dis- 
order only. There were similar improvements in both groups in relationship satisfac- 
tion, alcohol consumption, negative consequences of drinking male-to-female vio- 
lence, and psychological distress. 

Supported Employment 

l.Davis, L. L., Leon, A. C., Toscano, R., Drebing, C. E., Ward, L. C., Parker, P. 
E., . . . Drake, R. E. (2012). A randomized controlled trial of supported employment 
among Veterans with posttraumatic stress disorder. Psychiatric Services,63,464- 
470. doi:10.1176/appi.ps.201100340 PILOTS ID: 38033 

A randomized clinical trial of 85 Veterans who were randomized to receive either 
individual placement and support (IPS) or standard VHA vocational rehabilitation 
found that found that Veterans who received IPS were much more likely to gain 
competitive employment (approximately 76 percent in IPS vs. 28 percent in voca- 
tional rehabilitation). Veterans who received IPS also spent more time in competi- 
tive employment and had greater income. 

Eye Movement Desensitization and Reproeessing (EMDR) 

1. Carlson, J. G., Chemtob, C. M., Rusnak, K., Hedlund, N. L., and Muraoka, M. 
Y. (1998). Eye movement desensitization and reprocessing (EMDR) treatment for 
combat-related posttraumatic stress disorder. Journal of Traumatic Stress, 11, 3-24. 
doi:10.1023/A:1024448814268 PILOTS ID: 13921 

In this randomized clinical trial (RCT), 47 male combat Veterans with PTSD were 
assigned to receive either EMDR, relaxation, or a wait list. The authors reported 
greater improvements in PTSD and other outcomes for the 35 Veterans who com- 
pleted the trial; Intention-to-Treat analysis was not reported. 

2. Rogers, S., Silver, S. M., Goss, J., Obenchain, J. V., Willis, A., and Whitney, R. 
L. (1999). A single session, group study of exposure and eye movement desensitiza- 
tion and reprocessing in treating posttraumatic stress disorder among Vietnam War 
Veterans: Preliminary data. Journal of Anxiety Disorders, 13, 119-130. doi:10.1016/ 
80887-6185(98)00043-7 PILOTS ID: 14686 

In this small RCT, 12 Vietnam War Veterans with PTSD were either a single ses- 
sion of exposure therapy or EMDR. Both groups showed improvement in self-re- 
ported overall PTSD symptom severity but groups did not differ. EMDR treatment 
resulted in greater positive changes in within-session subjective units of discomfort 
levels and on self-reported intrusive symptoms. 

3. Silver, S. M., Brooks, A., and Obenchain, J. V. (1995). Treatment of Vietnam 
War Veterans with PTSD: A comparison of eye movement desensitization and re- 
processing, biofeedback, and relaxation training. Journal of Traumatic Stress, 8, 
337-342. doi:10.1007/BF02109568 PILOTS ID: 12519 

Program evaluation of 100 Veterans treated in a VA specialized inpatient program 
showed that those who received EMDR had greater improvements than those who 
received releixation or biofeedback in PTSD and other symptoms. 

Complementary and Alternative Medieine 

1. Bormann, J. E., Thorp, S. R., Wetherell, J. L., Golshan, S., and Lang, A. J. 
(2012, March 12). Meditation-based mantram intervention for Veterans with 
posttraumatic stress disorder: A randomized trial. Psychological Trauma: Theory, 
Research, Practice, and Policy. Advance online publication. doi:10.1037/a0027522 PI- 
LOTS ID: 38465 

In this RCT, 146 outpatient Veterans with PTSD were assigned to receive usual 
care (medication and case management alone) or usual care plus a mantram repeti- 
tion program. Participants who received mantram repetition had greater improve- 
ments in self-reported and clinician-rated PTSD symptoms and in depression, men- 
tal health status, and existential spiritual well-being. 

2. Niles, B. L., Klunk-Gillis, J., Ryngala, D. J., Silberbogen, A. K., Paysnick, A., 
and Wolf, E. J. (2012) November 14). Comparing mindfulness and psychoeducation 
treatments for combat-related PTSD using a telehealth approach. Psychological 
Trauma: Theory, Research, Practice, and Policy, 4, 538-547. doi:10.1037/a0026161 
PILOTS ID: 37920 

In this RCT, 33 male combat Veterans with PTSD were assigned to one of two 
telehealth treatment conditions: mindfulness or psychoeducation. In the 24 partici- 
pants who completed all assessments, participation in the mindfulness intervention 
was associated with a temporary reduction in PTSD symptoms. The authors con- 
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eluded that a brief mindfulness treatment may not be of adequate intensity to sus- 
tain effects on PTSD symptoms. 

Integrated Care 

1. Cigrang, J. A., Rauch, S. A. M., Avila, L. L., Bryan, C. J., Goodie, J. L., 
Hryshko-Mullen, A., . . . STRONG, S. C. (2011). Treatment of active-duty military 
with PTSD in primary care: Early findings. Psychological Services, 8, 104-113. 
doi:10.1037/a0022740 PILOTS ID: 36697 

This pilot study evaluated a brief cognitive behavioral therapy protocol that in- 
cluded elements of PE and Cognitive Processing Therapy for treating PTSD in 15 
Veterans in a primary care setting. There were large decreases in self-reported and 
clinician-rated PTSD but symptoms still remained high after treatment. 

2. Jakupcak, M., Wagner, A. W., Paulson, A., Varra, A. A., and McFall, M. E. 
(2010). Behavioral activation as a primary care-based treatment for PTSD and de- 
pression among returning Veterans. Journal of Traumatic Stress, 23, 491-495. 
doi:10.1002/jts.20543 PILOTS ID: 80064 

This pilot study of 8 OEF/OIF Veterans who received Behavioral Activation as a 
primary care-based treatment for PTSD found that there improvements in PTSD 
following treatment that were maintained at 3-month follow up. The majority of 
Veterans demonstrated meaningful improvements on depression and quality of life 
and reported high treatment satisfaction. 

3. McFall, M., Saxon, A. J., Malte, C. A., Chow, B., Bailey, S., Baker, D. G., 
Beckham, J. C., Boardman, K. D., et al., for the CSP 619 Study Team. (2010). Inte- 
grating tobacco cessation into mental health care for posttraumatic stress disorder: 
A randomized controlled trial. Journal of the American Medical Association, 304, 
2486-2493. doi:10.1001/jama.2010.1769 PILOTS ID: 35450 

This randomized clinical of integrated smoking cessation for 943 smokers with 
military-related PTSD, recruited from outpatient PTSD clinics at 10 VAMCs found 
that Veterans who were referred to integrated smoking cessation treatment had bet- 
ter smoking outcomes relative to Veterans who were referred to usual care VA 
smoking cessation clinics. There was no worsening of PTSD S 3 unptoms in either 
group. Both groups had small (10 percent) reductions in clinician-rated PTSD. 

- Please describe each incident referenced in your above statement 
where VA is able to demonstrate “the direct impact” of the mental health 
care VA provides on the subsequent mental health of the veterans who ac- 
cess that care. 

VA Response: 

As part of its strong commitment toward providing high quality mental health 
care, VHA has been working to nationally disseminate and implement specific evi- 
dence-based psychotherapies (EBP) for PTSD and other mental and behavioral 
health conditions. As part of this effort to make these treatments widely available 
to Veterans, VHA has implemented competency-based staff training programs in PE 
therapy and CPT for PTSD, as well as training programs in EBPs for other condi- 
tions. Both PE and CPT are recommended in the VA/Department of Defense Clinical 
Practice Guideline for PTSD at the highest level, indicating “a strong recommenda- 
tion that the intervention is always indicated and acceptable.” As of March 1, 2013, 
VHA had provided training in PE and/or CPT to more than 4,700 staff. Program 
evaluation results indicate that the implementation of PE and CPT by newly- 
trained staff has resulted in significant positive patient outcomes, with average re- 
ductions of approximately 20 points on the PTSD checklist (Chard, Ricksecker, 
Healy, Karlin, & Resick, 2012; Eftekhari, Ruzek, Crowley, Rosen, Greenbaum, and 
Karlin, 2012). Program evaluation results associated with the implementation of 
EBPs for other conditions, including Cognitive Behavioral Therapy and Acceptance 
and Commitment Therapy for depression and Cognitive Behavioral Therapy for in- 
somnia, indicate large overall reductions in symptoms and improvements in quality 
of life among Veterans (Karlin et al., 2012, in press; Karlin, Trockel, Taylor, 
Gimeno, and Manber, in press). 


References 
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Dissemination and experience with Cognitive Processing Therapy. Journal of Reha- 
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level outcomes. Journal of Consulting and Clinical Psychology, 80, 707-718. 
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National dissemination of Cognitive Behavioral Therapy for insomnia in Veterans: 
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4. In response to my question regarding how the Committee can assist VA 
in providing quality and timely mental health care services to veteran pa- 
tients, you stated that the Committee may help in: (1) facilitating inter- 
actions between VA and community health centers; (2) helping VA interact 
better with private sector providers; and, (3) addressing the shortage of 
psychiatrists. 

Please expand on how you believe the Committee could be of assistance 
to the Department in each of the three areas listed above. 

VA Response: 

VA appreciates the on-going support of the Committee for its mission of providing 
quality and timely mental health care to Veterans. Regarding interactions between 
VA and community health centers and interactions between VA and private sector 
providers, expanding opportunities in both areas would benefit from improved infor- 
mation technology (IT) capabilities. On-going support for graduate medical edu- 
cation and training in psychiatry is important to continue. 

5. In response to my question regarding how VA has been able to hire in- 
creased numbers of mental health providers, you stated that, “[o]f all of the 
professionals in mental health, the most difficult problem we are having is 
recruiting psychiatrists, and we have barely been able to recruit half of the 
new ones that we said we wanted to do, and that it is in spite of raising 
the salary quite substantially, providing incentives for recruitment, bo- 
nuses, etc.” 

Please provide further details on the salary raises, recruitment incen- 
tives, bonuses, and any and all other actions VA has taken in an effort to 
recruit and retain psychiatrists. 

Please describe any and all actions beyond the ones referenced above 
that VA has taken or is considering taking to alleviate the difficulties VA 
has experienced recruiting psychiatrists (i.e. undertaking additional re- 
cruitment and retention incentives, increasing partnerships with non-VA 
resources, recruiting increased numbers of other mental health profes- 
sionals, etc.). 

VA Response: 

VHA diligently uses the 3Rs (Recruitment, Relocation, Retention) to recruit and 
retain psychiatrists, as well as providing competitive salaries. 

These are salary data for the psychiatrist (occupational series = 602 and assign- 
ment code = 31) at 5 points in time, presented as the mean, minimum, and meix- 
imum at the end of each calendar year plus March 2012: 


PSYCHIATRIST 

SALARY 

12/31/2009 

12/31/2010 

12/31/2011 

3/31/2012 

12/31/2012 

MEAN 

175000 

180487 

182436 

182991 

186884 

MIN 

119000 

124123 

128117 

129000 

117589 

MAX 

277721 

292987 

250107 

286848 

286848 


From 2009 to 2012 the psychiatrist average salary increased by $11,884 or 
6.3 percent, the minimum salary dropped by $1,411 or 1.2 percent, and the max- 
imum salary increased by $9,127 or 3.2 percent. 

From March 31, 2012 to December 31, 2012, the psychiatrists’ average salary in- 
creased by $3,893 or 2 percent, the minimum salary dropped by $11,411 or 9.7 per- 
cent, and the maximum salary stayed steady. 
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These are the incentives the psychiatrist (occupational series = 602 and assign- 
ment code = 31) from the nature of action file (codes = 815, 816 and 827) for the 
3Rs: 


Time Period of Incentives 
Paid to Psychiatrists 

Recruit- 

ment 

Relocation 

Retention 

Grand 
Total 3Rs 

March 2012 - December 2012 

$1,677,722 

$503,674 

$1,219,001 

$3,400,397 

CY 2011 

$1,240,674 

$332,752 

$1,581,375 

$3,154,801 

CY 2012 

$1,963,484 

$543,174 

$1,667,961 

$4,174,619 


From March 2012 to December 2012, VHA paid $3,400,397 in 3R incentives to 
psychiatrists. In Calendar Year (CY) 2011, VHA paid $3,154,801 in 3R incentives. 
In CY 2012, VHA paid $4,174,619 in 3R incentives. This is an increase of $1,019,818 
in 3R incentives, over a single calendar year for this occupation. 

VHA has implemented a robust and aggressive recruitment and marketing strat- 
egy creating national awareness for the mental health hiring initiative. Our practice 
opportunities were highlighted at 11 national and regional clinical conferences spe- 
cifically targeting psychiatrists and other mental health professionals. VHA re- 
quested that its national recruiters recruit 170 psychiatrists for critical mental 
health positions. They successfully recruited 166 psychiatrists against that initial 
tasking. As a result of this success, VHA National Recruiters have expanded their 
efforts with medical centers to aggressively recruit the remaining psychiatrist va- 
cancies. From March 2012 through June 2013, VHA has hired 403 psychiatrists. 

Significant marketing milestones include national TV recruitment commercials 
and public service announcements, 16 online campaigns, 15 direct mail campaigns 
(to include e-newsletters), 11 print advertising campaigns, and an integrated social 
media plan on Facebook and Twitter. We have established committed non-VA part- 
nerships with 85 mental health associations including American Psychological Asso- 
ciation, 25 universities, and the National Rural Recruitment and Retention Net- 
work; while continuing ongoing collaborative engagement with Veterans Service In- 
tegrated Networks (VISN), program offices, and field public affairs offices. Finally, 
we continue to adapt our strategy as needed, most recently by implementing a Web 
form application feature on www.vacareers.va.gov/mental-health/. Since finalizing 
the form on February 26, 2013, we have processed over 1,000 online inquiries — high- 
lighting the tremendous interest from mental health practitioners. 

Detailed Milestones in Effort to Hire Mental Health Professions: 

• VHA National Recruiters staffed booths at multiple mental health professional 
association meetings nationwide from May to November 2012 to collect contact 
information for candidates interested in VHA mental health careers. Events in- 
cluded: American Psychiatric Association, American Psychiatric Nurses Associa- 
tion, US Public Health Service Scientific Symposium, VA for Veterans, Greil 
Mental Health Hospital job fair. Career MD (multiple regions), NC Psychiatric 
Association, International Association for Traumatic Stress Study, and US Psy- 
chiatric and Mental Health Congress. 

• Print marketing templates targeted to Mental Health available to facilities on 
May 30, 2012. 

• VISN, Program Office, and field Public Affairs Officers were all briefed on the 
Mental Health Initiative. 

• VA Careers website updated to spotlight Mental Health positions launched on 
May 18, 2012. Refresh of Mental Health banner on VAcareers.va.gov. 

• Revised VHA Mental Health Hiring Initiative Poster approved in collaboration 
with Office of Mental Health and uploaded on AdCreator in VHA Recruiter 
Toolkit online for use in various sizes that can be easily customized for local 
recruitment events to support the initiative. 

• Mental Health Public Service Announcement featuring VA Employee/ Olympic 

medalist Natalie Dell on VA YouTube. Distribution of video nationally with 
hard copies to 200 media stations and digital copies to 800 media outlets on Oc- 
tober 1, 2012. Airings began on October 10, 2012. Promotion on 

www.VAcareers.va.gov also went live October 10, 2012. Reported as showing 
over 3800 times for a value exceeding $1 million in free television advertising. 
This is currently 11 times the return on investment. 
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• Mental Health Marketing Campaign has launched with updates to 
www.VAcareers.va.gov making contact more readily accessible. These efforts 
have already yielded more than 200 new leads in February and March 2013. 
We are now targeting our efforts to the hard-to-fill psychiatrists and PhD psy- 
chologists with leads assigned to VISN Recruiters for follow-up. Enhanced Men- 
tal Health social media plan has begun on Facebook and Twitter with record 
reach to over 68,000 prospects. Twitter #WorkatVA Launch: A twitter chat oc- 
curred on March 21, 2013, targeting Mental Health providers. VHA has pro- 
moted the event as well. 

• VHA remains an ongoing partner with National Rural Recruitment and Reten- 
tion Network. 

• TV Recruitment Commercial has been awarded. Kickoff meeting was conducted 
February 11, 2013. Existing content was aired beginning the second week of 
March. Additional recruitment commercials and public services announcements 
targeting health care providers will be aired beginning in July to increase hir- 
ing and to increase hiring awareness for VA hard-to-fill occupations nationwide. 

• Website Updates: We are developing a mockup of a material download center 
that we will include on the VA Careers mental health site. We feel that a des- 
ignated download center on the mental health hiring page will be the best way 
to ensure that our materials are readily available to our target audience. 

• VHA’s Workforce Management & Consulting Office (WMC) has been actively 
working with the Office of Human Resource Management (OHRM) to develop 
clear objectives for a Healthcare Recruitment contract with a private sector 
search firm. OHRM has contacts with the Office of Personnel Management 
(0PM) and the capability to establish task orders against 0PM contracts. Dis- 
cussion with 0PM regarding VA’s use of 0PM contracts is ongoing. Since March 
2012, the VHA National Recruiters have successfully recruited 205 psychiatrists 
including the initial 170 positions described above. Recruiters continue to ac- 
tively pursue candidates nationwide. When combined with the efforts of HR 
staff nationwide, VHA has hired 403 psychiatrists since March 2012. 

• WMC continues to collaborate with the VHA Office of Mental Health to market 
to relevant mental health provider associations and recruitment events in FY 
2013 as part of the Mental Health marketing contract with partners Reingold 
and TMP Government. 

Targeted Paid Media: 

• Psych News - quarter page, full-color print ad in the June 15, 2012 issue 
(40,000+ circulation) 

• Psychiatric Times - quarter page, full-color print ad in the June 2012 issue 
(40,000+ circulation) 

• Targeted email blast to 23,241 Psychiatry members of the American Medical 
Association launched June 13, 2012 

• Psychiatric Times Career Opportunities eNewsletter sponsorship reaching 
65,000 Psychiatry opt-in subscribers - June 2012 issue 

• American Journal of Psychiatry eToc sponsorship reaching 30,000+ APA mem- 
bers - June 2012 issue 

• American Psychological Association (APA) also published the following at no 
cost for VA: 

-A lead news story in APA Access, APA’s all member e-newsletter 

-Placed the provided VA banner ad in APA Access 

-Published a lead news story in PracticeUpdate, the e-newsletter of the APA Prac- 
tice Organization 

Targeted Online Banner Advertising: 

• USAJobs Spotlight (received over 65,000 click-throughs to VACareers) 

• AMHCA (American Mental Health Counselors Association) 

• NASW (National Association of Social Workers) through June 2012 

• SocialWorkToday.com 

• American Psychiatric Association 

• American Counseling Association 

• Negotiated free 4-week banner run with HealtheCareers on their Mental Health 
Specialty site 

• VA was November’s featured Employer on National Rural Recruitment and Re- 
tention Network (tie-in to Veterans Day) 

• Eleven website banner advertisements through Joining Forces partnership 
across their networks 

6. In response to a question from Ranking Member Michaud regarding 
Section 3 of the Executive Order on Improving Access to Mental Health 
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Servicemembers, Veterans, and Their Families, you stated that, “...15 pilots 
sites were seleeted ...based upon the desire of the local network to partici- 
pate, our hospital to participate, and a need ...identified often hy how rural 
the areas were. There is one urban center where we are doing this in At- 
lanta to get a feel for what they might be like, because there are many, 
many community mental health clinics in the Atlanta area.” You further 
stated that, “[w]e think that this is...going to be a viable alternative in the 
future to us cooperating in the community with providing care in these 
again remote rural areas.” 

Please name the location of each of the 15 selected pilot sites. 

VA Response: 

As of May 31, 2013, the Department of Veterans Affairs (VA) has established pilot 
projects with 24 community-based mental health and substance abuse providers 
across nine states and seven Veterans Integrated Service Networks (VISNs). The 
twenty-four pilots have been established across Georgia, Tennessee, Wisconsin, Mis- 
sissippi, Alaska, South Dakota, Nebraska, Indiana and Iowa. Pilot projects are var- 
ied and may include provisions for inpatient, residential, and outpatient mental 
health and substance abuse services. Sites may include capabilities for tele-mental 
health, staff sharing, and space utilization arrangements to allow VA providers to 
provide services directly in communities that are distant from a VA facility. The 
pilot project sites were established based upon community provider available capac- 
ity and wait times, community treatment methodologies available. Veteran accept- 
ance of external care, location of care with respect to the Veteran population, and 
mental health needs in specific areas. 

MAY 31 PILOTS FOR VA COLLABORATION WITH COMMUNITY PROVIOERS 



Geographic Loca- 
tion 

VISN 

VAMC 

Community Pro- 
vider 

1 

Griffin, Georgia 

7 

Atlanta VAMC 

McIntosh Trail 
Community Service 
Board (CSB) 

2 

Flowery Branch, 
Georgia. 

7 

Atlanta VAMC 

Avita Community 
Partners 

3 

Atlanta, Georgia .... 

7 

Atlanta VAMC 

Peachford 
Behavioral Health 
System 

4 

Atlanta, Georgia .... 

7 

Atlanta VAMC 

DeKalb Community 
Service Board 
(CSB) 

5 

Canton, Georgia 

7 

Atlanta VAMC 

Highland Rivers 
Community Service 
Board (CSB) 

6 

Lawrenceville, 

Georgia. 

7 

Atlanta VAMC 

View Point Health 

7 

Newport, 

Tennessee. 

9 

James H. Quillen 
VAMC, Mountain 
Home, TN 

Cherokee Health 
Systems 

8 

Mountain City, 
Tennessee. 

9 

James H. Quillen 
VAMC, Mountain 
Home, TN 

Frontier Health 

9 

Bedford, Indiana .... 

11 

Richard L. 
Roudebush VAMC, 
Indianapolis, IN 

Affiliated Service 
Providers of 
Indiana, Inc. 
(ASPIN) 
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MAY 31 PILOTS FOR VA COLLABORATION WITH COMMUNITY PROVIOERS— Continued 



Geographic Loca- 
tion 

VISN 

VAMC 

Community Pro- 
vider 

10 

Columbus, Indiana 

11 

Richard L. 
Roudebush VAMC, 
Indianapolis, IN 

Affiliated Service 
Providers of 
Indiana, Inc. 
(ASPIN) 

11 

Kokomo, Indiana ... 

11 

Richard L. 
Roudebush VAMC, 
Indianapolis, IN 

Affiliated Service 
Providers of 
Indiana, Inc. 
(ASPIN) 

12 

Cashton, Wisconsin 

12 

Tomah VAMC 

Scenic Bluffs 
Health Center 

13 

Bolivar County, 
Mississippi. 

16 

G. V. (Sonny) 
Montgomery 
VAMC, Jackson, 
MS 

Delta Community 
Mental Health 
Services (DCMHS) 

14 

Gulfport/ Coastal 
Mississippi. 

16 

VA Gulf Coast 
Veterans Health 
Care System, 
Biloxi, MS 

Gulf Coast 
Community Mental 
Health Clinic 

15 

Wrangall, Alaska ... 

20 

Alaska VA 
Healthcare System 

Alaska Island 
Community 
Services (AlCS) 

16 

Southeastern 

Alaska. 

20 

Alaska VA 
Healthcare System 

South East Alaska 
Regional Health 
Consortium 
(SEARHC) 
Behavioral Health 
Department 

17 

Huron, South 

Dakota. 

23 

Sioux Falls VA 
Health Care 
System 

Community 
Counseling Services 

18 

Sioux Falls, South 
Dakota. 

23 

Sioux Falls VA 
Health Care 
System 

Southeastern 
Behavioral Health 
Care 

19 

Mitchell, South 
Dakota. 

23 

Sioux Falls VA 
Health Care 
System 

Dakota Counseling 
Institute 

20 

Cedar Rapids, Iowa 

23 

Iowa City VA 
Health Care 
System 

Abhe Center for 
Community Mental 
Health 

21 

Des Moines, Iowa .. 

23 

Central Iowa VA 
Health Care 
System 

Eyerly Ball 
Community Mental 
Health Center 

22 

Iowa City, Iowa 

23 

Iowa City VA 
Health Care 
System 

Community Mental 
Health Center for 
Mid-Eastern Iowa 

23 

Omaha, Nebraska .. 

23 

VA Nebraska- 
Western Iowa 
Health Care 
System 

One World 
Community Health 
Center 
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MAY 31 PILOTS FOR VA COLLABORATION WITH COMMUNITY PROVIOERS— Continued 



Geographic Loca- 
tion 

VISN 

VAMC 

Community Pro- 
vider 

24 

Omaha, Nebraska .. 

23 

VA Nebraska- 
Western Iowa 
Health Care 
System 

Charles Drew 
Health Center 


Please describe, in detail, the criteria the Department used to choose 
each of the sites named above. 

VA Response: 

To determine our top priorities for collaboration, VA assessed recruitment success 
and difficulties as well as access to care issues (performance measure information), 
such as wait times for appointments and geographic distances to medical centers 
and/or Community-Based Outpatient Clinics (CBOC). These factors were used as VA 
developed its first round of pilot programs for community partnerships. Challenges 
in recruitment vary across VHA due to the differences among VHA facilities, patient 
need, and the local availability of mental health professionals. Additionally, when 
developing the pilot programs VHA considered not only community provider avail- 
able capacity and wait times, but treatment methodologies. Veteran acceptance of 
external care, location of care with respect to the Veteran population, and mental 
health needs in specific areas. 

-Please expand on your statement above that enhaneed partnerships be- 
tween VA and eommunity partners is going to be a “viable alternative” to 
“cooperating in the community,” to include what you see these partner- 
ships as an alternative to and whether or not you see them as an asset in 
rural areas only or, potentially, in urban communities as well and why. 

VA Response: 

These partnerships are being explored as an alternative to traditional care de- 
fined as administered solely in a VA medical facility setting. By utilizing the com- 
munity partners, not only will care be delivered closer to Veterans but potentially 
in a more familiar and comfortable setting within the Veteran’s own community. 
Bringing care to a closer, familiar setting has been a successful model rolled out in 
other areas of VA including: campus outreach Vet Centers, and previous mental 
health programs partnership in particular the North Shore-Long Island Jewish 
Health System. Additional care modalities are also being explored through these 
pilot programs to determine their feasibility as alternative methods of delivering 
care. Telemental health will be evaluated at a number of sites and in various rep- 
resentations through the pilots. Some pilots will include video equipment being 
placed in community centers, with primary mental health care provided by a clini- 
cian at the supporting VAMC. The community provider will assist with administra- 
tive and crisis support. This will be a closely monitored collaborative approach to 
the Veterans’ recovery. 

Pilot programs are being explored in both rural and urban communities. A short- 
age of providers is not limited to rural areas, and returning Veterans will go hack 
to all geographic areas. It is important to determine the validity of community part- 
nerships in both settings to give all Veterans the opportunity for the quality care 
in the setting they desire. Urban pilots may face their own set of challenges. For 
example, urban pilots may be located in larger, busier, louder areas that may re- 
quire a different model of collaboration and oversight. In one urban pilot, VA is plac- 
ing liaisons in the community centers to assist in Veteran-centric issues and follow 
up. 

7. In response to a question from Ranking Member Michaud regarding 
veteran suicide data. Dr. Janet Kemp, the Director of VA’s Suicide Preven- 
tion and Community Engagement Program, stated that, “[t)here [are] a cou- 
ple of states that we are still working with over privacy issues and how we 
are going to share data and I run confident that we will get those soon.” 

Please name the states referenced above. 

Please describe any and all barriers, including privacy issues, to the 
states referenced above providing VA with the requested data on veteran 
suicide rates. 
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When does the Department expect that complete veteran suicide rate 
data will he received from all 50 states? 

VA Response: 

We are continuing to receive information from the states. We have attached the 
latest worksheet we are using to collect this information. There are concerns ex- 
pressed from the states concerning how we will use the information, how we will 
protect the privacy of the people listed in their data bases, and if the information 
can legally be sent to us. Over time, VA has been able to resolve these issues with 
each State. See the attached sheet with the information as of March 7th, which is 
the latest available. The States with “R” - requested but not received are the States 
we are currently still working with. South Carolina has refused the initial request 
but is currently processing a second request which we anticipate will also be denied. 
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State/Area 

Alabama 

Alaska 

American Samoa 

Arizona 

Arkansas 

California 

Commonwealth N. Mariana Islands 

Colorado 

Connecticut 

Delaware 

Florida 

Georgia 

Guam 

Hawaii 

Idaho 

Illinois 

Indiana 

Iowa 
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North Carolina 

North Dakota 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Philippines 

Puerto Rico 

Rhode Island 

South Carolina 

South Dakota 

state Department 

Tennessee 

Texas 

Utah 

Vermont 

Virgin Islands 

Virginia 

Washington 

Washington D.C. 
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8. In response to a question from Ranking Member Michaud regarding 
performance requirements for VA mental health providers, you stated that, 
“....it is important to have performance measures, and I think it is incum- 
bent upon us as the leaders to make sure that there is the proper balance 
between time available to do clinical care, and the necessity of meeting 
performance measures.” 

Please name each of the current performance measures (including any 
and all clinical reminders) currently in place for VA mental health care 
providers, to include the justification for using each measure and how long 
it has been in place. 

VA Response: 

There are 4 mental health performance measures in VHA’s FY 2013 Performance 
Plan: 

• Percent of new mental health appointments completed within 14 days of the 
create date for the appointment - New as a performance measure in FY 2013. 

• Percent of established mental health patients with a scheduled appointment 
within 14 days of the desired date for the appointment - New as a performance 
measure in FY 2013. 

• Percent of patients discharged from an inpatient mental health unit who receive 
outpatient mental health follow-up within seven days of discharge - Started in 
FY2009. 

• Percent of targeted population of OEF/OIF/OND Veterans with a primary diag- 
nosis of PTSD who receive a minimum of eight psychotherapy sessions within 
a 14-week period - Started in FY 2012. 

Clinical reminders are not considered performance measures. The clinical re- 
minder system helps providers deliver higher quality care to patients for both pre- 
ventive health care and management of chronic conditions, and helps ensure that 
timely clinical interventions are initiated. Reminders assist clinical decision-making 
and also improve documentation and follow up, by allowing providers to easily view 
when certain tests or evaluations were performed and to track and document when 
care has been delivered. They can direct providers to perform certain tests or other 
evaluations that will enhance the quality of care for specific conditions. The clini- 
cians can then respond to the reminders by placing relevant orders or recording clin- 
ical activities on patients’ progress notes. 

Clinical reminders may be used for both clinical and administrative purposes. 
However, the primary goal is to provide relevant information to providers at the 
point of care, for improving care for Veterans. Clinical reminders support clinicians 
by providing pertinent data for clinical decision-making, reducing duplicate docu- 
menting activities, assisting in targeting patients with particular diagnoses and pro- 
cedures or site-defined criteria, and assisting in compliance with VHA performance 
measures and with health promotion and disease prevention guidelines. 

While some clinical reminders are national, facilitiesA^ISNs also develop clinical 
specific reminders to support quality improvement efforts. Responsibility for com- 
pleting clinical reminders is also left to the discretion of facilities/ VISNs. 

The national mental health clinical reminders, deployed throughout the system, 
include: 

Primary care screens: Primary care providers complete most of these reminders 
but are supported by mental health. These reminders are conducted annually to en- 
sure all primary care patients are assessed for common mental health diagnoses. 
If the screen is positive for the first three measures below, additional follow up is 
required. The Military Sexual Trauma (MST) screen is completed one time to assess 
for a history of MST during military service. All Veterans who respond positively 
to the screen are offered a referral for mental health services. VA medical centers 
are expected to refer the Veteran to appropriate services in the event the Veteran 
tests positive from the homeless screener. If homelessness screen is positive for ac- 
tual homelessness, the Veteran is immediately referred to the local VA facility 
homeless services team and if the homelessness screen is positive for being at risk 
for homelessness, the Veteran is referred to social work services. 

• Alcohol Use Screen 

o Alcohol Use Positive follow-up evaluation 

• Depression Screen 

o Depression Positive follow-up evaluation 

• PTSD Screen 

o PTSD Positive follow-up evaluation 

• Military Sexual Trauma (MST) Screening 
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• Homelessness Screening 
Specialty mental health reminders: 

• PTSD Reassessment - to support administration of the PTSD checklist for pa- 
tients receiving treatment for PTSD 

• Mental health high risk no show follow up - to support tracking high risk pa- 
tients that have missed an appointment 

Please describe how you, as the Under Secretary for Health, ensure a 
“proper balance” between measuring provider performance and ensuring 
sufficient clinical care. 

VA Response: 

VHA’s performance measurement system was developed to improve quality of care 
and to support strategic planning. The key aspects of the Performance Measurement 
Program are to: 

• Demonstrate an integrated health system consistently using the best scientific 
evidence in clinical practice to reliably and efficiently achieve the highest qual- 
ity health outcomes 

• Set national benchmarks for the quality of preventive and therapeutic 
healthcare services that exceed private sector performance 

• Facilitate provision of care to a larger Veteran population without increasing 
health care expenditures 

• Align resources to support strategic initiatives 

While strategic directions are codified by VHA leadership, performance measures 
typically require review and input from front line providers, subject matter experts, 
external stakeholders, health care policy experts, regulators, and others as they are 
developed and implemented. In the past, these measures frequently were also used 
as part of employee performance plans to support implementation. In the last few 
years, VHA has been reducing its use of the performance measurement system in 
reviewing individual performance and has sought to achieve system compliance with 
the measures without inclusion in performance plans. 

9. In response to a question from Representative Runyan regarding the 
need to be proactive in addressing veterans’ mental health needs, you dis- 
cussed the need to develop close, trusting relationships between veteran 
patients and VA mental health providers. You stated that VA needed to 
focus on, “...developing the relationships where [veteran patients] will tell 
us where there are things that may be antecedents to suicide that are both- 
ering them,” and, “[i]t is getting the information, and the contact with the 
individual before they have the difficulty as you have pointed is the prob- 
lem.” In response to a similar question from Representative Brownley, you 
stated that,” ...we have a newly organized task force that Dr. Kemp is 
chairing that is going to look at how we can develop a different paradigm 
if you will for the way we deliver care to people that have chronic pain, 
sleep disorders, depression, etc., the things that have the greatest impact 
on suicide.” 

How does VA foster such relationships between VA providers and veteran 
patients? 

VA Response: 

Establishment of healing relationships between providers and Veterans is funda- 
mental to care. This includes not only the individual provider but the healthcare 
team as a whole. Mental health providers are trained to reach out to Veterans and 
develop relationships based upon trust, including the ethical principles of respect for 
autonomy, beneficence, non-malfeasance, justice, and integrity. VA providers and 
Veterans jointly develop goals for treatment (VHA Strategic Plan, FY 2013) based 
on Veteran preferences. The VA mental health provider is charged with providing 
a full breadth of information about mental health services available to assist the 
Veteran in collaboratively establishing the plan of care and ensuring that the Vet- 
eran receives any needed care. In VA, mental health providers are embedded in 
multiple settings including the Patient Aligned Care Team (PACT), Geriatric and 
Extended Care settings, as well as in specialty mental health to support both indi- 
vidualized outreach and coordination of care. The VHA Strategic Plan emphasizes 
personalized, proactive, patient-driven healthcare with the sub-goals of effective 
communication and convenient access to information, advice and support. 
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What different paradigms is the taskforce referenced above looking at re- 
garding the delivery of mental health care and when is that work expected 
to be complete? 

VA Response: 

The VA’s Mental Health Innovations Task Force is embarking on a 
groundbreaking proactive, population-based approach that is designed to address 
antecedents to suicidal behavior, by creating strategies to reach Veterans before 
they are in crisis and establishing a sustained relationship that connects all aspects 
of their life with an emphasis on mental health and wellbeing. This holistic ap- 
proach to addressing suicide prevention will build on our understanding of diag- 
noses known to increase risk and effective evidence-based treatments and will ex- 
pand our approaches to proactive strategies which are often not a part of our cur- 
rent treatment plans, moving beyond simple identification and treatment of specific 
diseases. Our goal is to focus on the Veteran (whole person), the community where 
he or she lives, and the inclusion of proactive health strategies and approaches to 
optimize mental health and wellbeing. This will require a culture change, which 
takes time in any organization along with a communications strategy and the devel- 
opment of tools providers can use to assist them in creating this climate of personal- 
ized care. The initial strategic plan for the taskforce includes a series of action steps 
with delivery dates that began in February 2013 and extend into 2014, and beyond 
that there will be an on-going process of implementing the lessons learned through 
this initiative. 

10) In response to a question from Representative Coffman regarding VA 
mental health eare providers, you stated that, “...this spring [we have] im- 
plemented our performanee criteria for timeliness, the intention is to go 
out and do three things. One, look at the measures. Two, survey veterans 
as to whether or not they were- had timely access as well as other satisfac- 
tion related questions, .i^d three, to survey the staff. Are they able to pro- 
vide timely access for their patients, are they adequately staffed, do they 
have enough people to do the work that they are being required. So, yes, 
we are going to do it. And we will be doing that on a regular basis” 

Please provide the timeliness performance criteria referenced above. 

VA Response: 

VHA has two measure of timeliness for mental health: 

• Percent of new mental health appointments completed within 14 days of the 
create date for the appointment - new as a performance measure in FY 2013. 

• Percent of established mental health patients with a scheduled appointment 
within 14 days of the desired date for the appointment - new as a performance 
measure in FY 2013. 

Please provide information regarding the survey of veteran patients ref- 
erenced above, to include the number of veteran patients expected to be 
surveyed, the questions expected to be included on the survey, the method 
expected to be used to conduct the survey (i.e., in person, electronic, via 
telephone, etc.), the expected survey results, the expected total cost of the 
survey, and any and all follow-up actions expected to result from the sur- 
vey. 

VA Response: 

The Veteran survey is attached below, and VHA plans to distribute the survey 
to 10,000 Veterans. VHA is still developing the method of distribution; cost of dis- 
tribution will be related to the actual method used. VHA will use the information 
in two ways: 1) as an overall measure of Veteran perceptions of care that can be 
trended over time; 2) as feedback to assist individual facilities in developing action 
plans to address barriers to access perceived by Veterans at their sites. 

OFFICE OF MENTAL HEALTH VETERAN SATISFACTION SURVEY 

The Paperwork Reduction Act of 1995 requires us to notify you that this in- 
formation collection is in accordance with the clearance requirements of section 3507 
of this Act. Accordingly, we may not conduct or sponsor and you are not required 
to respond to a collection of information unless it displays a valid 0MB number. We 
anticipate that the time expended by all individuals who complete this survey will 
average 15 minutes. This includes the time it will take to read information provided 
and gather the necessary facts to fill out the form. Submission of this form is vol- 
untary and failure to respond will have no impact on benefits to which you may be 
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entitled. Responses to the survey will be reported in aggregate form and will be 
anonymous. 


For each item identified below, circle the number to the right that best fits your judgment of its occurence at your facility. Use the scale above 

to select the frequency number 


Survey Item 

Strong- 
ly Dis- 
agree 

Dis- 

agree 

Nei- 

ther 

Dis- 

agree 

or 

Agree 

Agree 

Strong- 

ly 

Agree 

NA or 
Un- 
known 

1. I get appointments with 
my mental health provider on 
the day that I want or within 
two weeks of the day that I 
want 

1 

2 

3 

4 

5 

NA 

2. I can see my mental health 
provider who prescribes my 
medications as frequently as 
needed 

1 

2 

3 

4 

5 

NA 

3. If I have a question about 
my psychiatric medications, I 
can get in touch with a men- 
tal health provider or phar- 
macist by phone to get my 
question answered 

1 

2 

3 

4 

5 

NA 

4. I talk to the person who 
prescribes my mental health 
medication by Telemental 
health (V-Tel) 

1 

2 

3 

4 

5 

NA 

5. I talk to my counselor/ther- 
apist by Telemental health 
(V-Tel) 

1 

2 

3 

4 


NA 

6. There are problems getting 
the Telemental health (V-Tel) 
equipment to work 

1 

2 

3 

4 


NA 

7. Mental health treatment 
has been helpful in my life 

1 

2 

3 

4 


NA 

8. I was able to choose which 
of the psychotherapies I 
wanted to try after good dis- 
cussion with my mental 
health provider about the op- 
tions 

1 

2 

3 

4 


NA 

9. I believe it is necessary for 
me to stay in mental health 
treatment to keep my service 
connected disability 

1 

2 

3 

4 


NA 

10. I would like to schedule 
mental health appointments 
during extended hours (early 
mornings, evenings, or on 
weekends) 

1 

2 

3 

4 

5 

NA 
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For each item identified below, circle the number to the right that best fits your judgment of its occurence at your facility. Use the scale above 

to select the frequency number 


Survey Item 

Strong- 
ly Dis- 
agree 

Dis- 

agree 

Nei- 

ther 

Dis- 

agree 

or 

Agree 

Agree 

Strong- 

ly 

Agree 

NA or 
Un- 
known 

11. It is hard to get to my 
mental health appointments 
because of transportation 
problems 

1 

2 

3 

4 

5 

NA 

12. Parking is a problem at 
my facility 

1 

2 

3 

4 

5 

NA 

13. My mental health ap- 
pointments are scheduled by 
VA without any input from 
me 

1 

2 

3 

4 

5 

NA 

14. I get a reminder call or 
letter about my mental health 
appointments 

1 

2 

3 

4 

5 

NA 

15. I attend group mental 
health treatment, and the 
room comfortably fits all the 
group participants 

1 

2 

3 

4 

5 

NA 

16. When I have an indi- 
vidual mental health session 
with my provider, we meet in 
a room that is private 

1 

2 

3 

4 

6 

NA 

17. I know that I will get a 
call back if I leave a message 
for my mental health provider 

1 

2 

3 

4 

5 

NA 

18. My mental health pro- 
vider and I agree on how 
often I should have appoint- 
ments 

1 

2 

3 

4 

5 

NA 

19. I can’t see my mental 
health provider as much as I 
should because the provider 
does not have time to see me 

1 

2 

3 

4 

5 

NA 

20. I am comfortable in the 
waiting area for mental 
healthcare 

1 

2 

3 

4 

5 

NA 

21. The staff is open to my 
suggestions regarding im- 
provements to mental health 
services 

1 

2 

3 

4 

5 

NA 

22. I am treated with respect 
and kindness at the mental 
health programs 

1 

2 

3 

4 

5 

NA 
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For each item identified below, circle the number to the right that best fits your judgment of its occurence at your facility. Use the scale above 

to select the frequency number 


Survey Item 

Strong- 
ly Dis- 
agree 

Dis- 

agree 

Nei- 

ther 

Dis- 

agree 

or 

Agree 

Agree 

Strong- 

ly 

Agree 

NA or 
Un- 
known 

23. During our appointments, 
my mental health provider fo- 
cuses on the computer rather 
than engaging with me in 
face-to-face eye contact 

1 

2 

3 

4 

5 

NA 

24. I know that there are 
mental health providers 
available right in Primary 

Care 

1 

2 

3 

4 

5 

NA 

25. My primary care provider 
prescribes my psychiatric 
medications, such as medicine 
to help with depression or 
nervousness 

1 

2 

3 

4 

6 

NA 

26. My family has been in- 
volved in mental health treat- 
ment with me as much as I 
would like them to be in- 
volved 

1 

2 

3 

4 

5 

NA 


WRITE IN SECTION: 

27. My Mental Health Treatment Coordinator is: 

28. The biggest problem or concern I have about Mental Health Treatment is: 

29. The biggest compliment or positive I have about Mental Health Treatment is: 

If you wish to discuss your experience, please feel free to contact your Mental 
Health Treatment Coordinator, facility Mental Health Chief, Local Recovery Coordi- 
nator, or other Mental Health staff. 

Please provide information regarding the survey of VA mental health 
care providers referenced above, to include the number of VA mental 
health providers expected to be surveyed, the questions expected to be in- 
cluded on the survey, the method expected to be used to conduct the sur- 
vey (i.e., in person, electronic, via telephone, etc.), the expected survey re- 
sults, the expected total cost of the survey, and any and all follow-up ac- 
tions expected to result from the survey. 

When does the Department expect all three of the above actions to be 
completed? 

VA Response: 

VA has completed the implementation of the new performance measures although 
we will be rolling out new processes to support the implementation of these meas- 
ures throughout FY 2013, notably the use of the “Agreed upon Date” for docu- 
menting the desired date. VA has administered the Mental Health Provider Survey 
in September 2012 to collect baseline data, although additional data was collected 
from non-responding facilities in January 2013. VHA will re-administer this survey 
in September 2013. VHA will implement the Veteran Survey in the summer 2013. 

How often does the Department expect to conduct follow-up surveys of 
veteran patients accessing VA mental health care? 

VA Response: 

Annually. 

How often does VA expect to conduct follow-up surveys of VA mental 
health providers? 
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VA Response: 

Annually. 

Department of Veterans Affairs Responses to Questions from Congressman 

Jeff Denham 

1. As we have heard the hearing, the conflicts in Afghanistan and Iraq 
have created extraordinary demands for care as veterans return from the- 
ater. For those with PTSD or other mental health issues, long waits for 
treatment can put them at risk for suicide or other behavioral problems. 

Has VA considered short-term solutions to address the immediate mental 
health need while it recruits and hires the staff it needs long term? 

VA Response: 

VA has been expanding the use of technology to improve access to care especially 
in rural areas or areas where it is difficult to hire staff. VA has increased the use 
of telemental health to allow VA to use provider resources from areas with capacity 
to deliver services to areas that have limited provider resources. VA has expanded 
this service to begin implementation of telemental health home based care ensuring 
further improvements in accessibility. In addition, VA continues to develop Mobile 
Applications such as the PTSD Coach to support clinical service delivery. 

VA recognizes that not all access issues can be resolved through staffing. In some 
instances, access issues may be the result of inefficient care delivery processes or 
difficulties in implementation of specialty programs. VA has been conducting site 
visits at all of its health care systems to review mental health program implementa- 
tion and to provide consultation on areas needing improvement. 

Also, VA is utilizing community providers to provide mental health services 
through the Non-VA Medical Care Program. Also, as part of the President’s Execu- 
tive Order, VA has established 15 pilot programs to support improving access to 
care. In addition, VA will continue to monitor access and wait times to ensure con- 
tinual improvement in access going forward. 

2. I understand that VA has been eondueting pilot programs designed to 
provide veterans with aecess to community-based mental health services in 
several rural communities like mine. For veterans that are able to get into 
one of these programs, they provide needed care closer to the veteran’s 
home. However, I understand that use of these pilots by VA facilities has 
been very low. 

What are you doing to encourage use of these programs in rural commu- 
nities? 

VA Response: 

The first pilots, initiated under the direction of the Executive Order, were brought 
on line during tbe last week of February 2013. These pilots include a number of 
rural community sites. There has been a positive response not only from the medical 
center staff and the community partners but among the Veterans. VA management, 
from the Under Secretary of Health to network directors to center directors, has 
made this a priority to implement and oversee these pilots. By early inclusion of 
both sides of the partnership and allowing the sites the leeway to define their pro- 
grams based on local needs, we have achieved early buy in from facilities and staff. 
To preserve the initial enthusiasm about these pilots regular calls are conducted not 
only with each local site but with the nationwide group to encourage information 
sharing and lessons learned. Veterans are encouraged to participate in a number 
of ways. The sites are using email and local announcements to ensure staff are 
aware of the pilot program and the potential for inclusion of Veterans the pilot. Vet- 
eran case files must be reviewed for Veterans that match the treatment types and 
locations being offered through the pilot. VA staff contact the Veteran and explain 
the program and offer the opportunity to participate. One key to working towards 
a successful outcome and continued participation by all parties will be continued 
communication and coordination between the VA, the community partner, and the 
Veteran. Community partners are also reviewing their case files for Veterans that 
may not be enrolled with the VA, and working with their pilot contacts at the med- 
ical centers to contact and enroll these Veterans. 

Are there any plans to expand these rural pilot programs, to other rural 
communities across the country? 

VA Response: 

Although only 15 pilots were required in the Executive Order, as of May 31, 2013, 
the Department of Veterans Affairs (VA) has established pilot projects with 24 com- 
munity-based mental health and substance abuse providers across nine states and 
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seven Veterans Integrated Service Networks (VISNs). The twenty-four pilots have 
been established across Georgia, Tennessee, Wisconsin, Mississippi, Alaska, South 
Dakota, Nebraska, Indiana and Iowa. VA plans to allow these pilots to move for- 
ward for one year and then evaluate whether further expansion is recommended. 

Department of Veterans Affairs Responses to Questions from 
Congresswoman Jaekie Walorski 

1. During the hearing, we heard how veterans are discouraged with long 
wait times in-between appointments and consequently drop out of treat- 
ment. 

What is VA doing to improve mental health wait times for veteran pa- 
tients accessing VA mental health care? 

VA Response: 

VA has the responsibility to meet and anticipate the needs of returning Veterans. 
VA has a multipronged strategy for improving mental health wait times for Vet- 
erans accessing VA mental health including: 

• Hiring and staffing initiatives; 

• Expansion of the use of technology; 

• Quality improvement initiatives; and 

• Development of community contracts. 

In FY 2012, VA began the development and implementation of a general out- 
patient mental health staffing model to provide guidance to VA facilities and VISNs 
to ensure a consistent level of mental staffing. To support the implementation of the 
model, VA initiated an aggressive hiring plan to hire 1,600 mental health clinicians 
and 300 clerical support staff, as well as to ensure that vacancies are filled in a 
timely fashion. VA is also enhancing the training programs for mental health pro- 
fessionals over the next few years to increase the number of psychiatrists, psycholo- 
gists, nurses, social workers, and pharmacists. In addition, as part of the President’s 
Executive Order, VA is hiring 800 peer specialists to provide additional coverage for 
mental health treatment teams. 

VA has been expanding the use of technology to improve access to care especially 
in rural areas or areas where it is difficult to hire staff. VA has increased the use 
of telemental health to allow VA to use provider resources from areas with capacity 
to deliver services to areas that have limited provider resources. VA has expanded 
this service to begin implementation of telemental health home-based care ensuring 
further improvements in accessibility. In addition, VA continues to develop mobile 
applications such as the PTSD Coach to support clinical service delivery. 

VA recognizes that not all access issues can be resolved through staffing. In some 
instances, access issues may be the result of inefficient care delivery processes or 
difficulties in implementation of specialty programs. VA has been conducting site 
visits at all of its health care systems to review mental health program implementa- 
tion and to provide consultation on areas needing improvement. 

Also, VA is utilizing community providers to provide mental health services 
through the non-VA Medical Care Program. As part of the President’s Executive 
Order, VA is in the process of establishing 15 pilot programs to support improving 
access to care. In addition, VA will continue to monitor access and wait times to 
ensure continual improvement in access going forward. 

2. How is VA working to better aecommodate veterans who have 
transitioned into the civilian world and all the new responsibilities they 
must deal with while trying to seek the health care? 

VA Response: 

In order to expand the number of providers available beyond traditional business 
hours, VHA released a directive on January 9, 2013, on “Extended Hours Access for 
Veterans Requiring Primary Care Including Women’s Health and Mental Health 
Services at Department of Veterans Affairs (VA) Medical Centers and Selected Com- 
munity-Based Outpatient Clinics.” This increases VA’s commitment to offering ap- 
pointments during evenings or weekends. Benchmarks are currently being set to en- 
sure implementation of this directive across the VA system. 

Integrating mental health care into primary care settings is a critical element of 
increasing the availability of mental health care for Veterans. VA’s Primary Care- 
Mental Health Integration programs combine co-located collaborative care and care 
management (often by telephone) to support primary care providers in treating com- 
mon mental health conditions within the primary care setting. Through the first 
quarter of FY 2013, 88 percent of VA medical centers and COBCs classified as large 
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and very large have integrated behavioral health programs, and 6.3 percent of all 
primary care patients at these sites were directly served by these programs. 

As part of the Department of Defense (DoD)A^A Integrated Mental Health Strat- 
egy, VA and DoD are collaborating on the development of Web-based self-help re- 
sources for common issues experienced by Veterans after they have transitioned into 
the civilian world. These programs allow for 24-hour, anonymous, self-paced access 
and can be used by Veterans on their own or in conjunction with mental health 
treatment. In November 2012, the Moving Forward program was launched online 
(www.startmovingforward.org). Moving Forward is an educational, life-coaching pro- 
gram for individuals who are having problems, but are not yet in need of or willing 
to engage in mental health treatment. The program is based on the principles of 
Problem Solving Therapy, an evidenced-based cognitive behavioral treatment for de- 
pression and other distress. The Moving Forward Web course uses highly inter- 
active, multi-media presentations to teach problem-solving skills through text, vid- 
eos, exercises and games. The second course, Parenting for Servicemembers and 
Veterans, is in the final stages of development and will be launched in FY 2013. 
It is a free online course that will provide Military and Veteran parents with tools 
to help them reconnect with their families and build closer relationships with their 
children. Using stories from real Veteran and Military families, videos, interactive 
activities, and original curriculum developed by leading experts, this Web-based 
course is intended to help parents learn how to address both everyday parenting 
problems and family issues unique to their military experience. 

In addition to innovative Web-based approaches, VA and DoD are collaborating 
on mobile applications for smartphones and tablet computers to enhance access to 
mental health information and care for Veterans and Servicemembers. For example, 
VA and DoD jointly launched the PTSD Coach smartphone application in April 
2011. As of March 1, 2013, the PTSD Coach application has been downloaded more 
than 100,000 times in 74 countries. PTSD Coach helps users track their PTSD 
symptoms, links them with public and personalized sources of support, provides ac- 
curate information about PTSD, and teaches helpful strategies for managing PTSD 
symptoms. PE Coach, another joint VA/DoD mobile application, guides and facili- 
tates evidence-based PE treatment for PTSD. The application is designed to be in- 
stalled onto a patient’s personal phone, brought into therapy sessions, and used dur- 
ing and between treatment sessions. The application includes the ability to audio 
record the therapy session (as required by the treatment protocol) directly onto the 
patient’s phone, removing the typical logistical challenges associated with audio re- 
cording in the past. The application also delivers text-based psychoeducational 
handouts as multi-media experiences; provides all patient homework in a digital for- 
mat; utilizes an interactive breathing retraining tool to improve learning and re- 
hearsal of the PE relaxation skill; provides clinicians with the ability to review com- 
pliance with PE protocol homework based on patient’s actual use of the various com- 
ponents of the PE Coach application; integrates phone calendar functionality with 
the PE Coach application to increase the likelihood of patient recall and attendance 
of PE therapy sessions; tracks a patient’s self-reported symptoms and subjective dis- 
tress over time; and, display outcomes for convenient review of progress. These tech- 
nological approaches are designed to ensure availability of mental health informa- 
tion and facilitate meaningful participation in mental health interventions in ways 
that are more convenient and accessible to the Veteran. 


Questions From: Hon. Michael Michaud, Ranking Minority Member, To: 

Department of Veterans Affairs 

1. As you heard in my opening statement, mental health is a significant problem 
that faces the nation, not just veterans or the VA. We have been told that shortages 
in mental health clinicians are affecting health care systems across the nation. I 
imagine that difficulty in finding qualified providers is most acute in the rural and 
highly rural areas. 

a. What have you done to work on a more collaborative basis with other Federal 
agencies to implement programs that will grow the numbers of qualified mental 
health providers? 

2. The President’s Executive Order required VA and HHS to work together to es- 
tablish 15 pilot projects with community based providers, such as community men- 
tal health clinics, health centers, substance abuse treatment facilities and rural 
health clinics. 

a. Have these pilot sites been established? 
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b. Where are they located? 

c. How were the locations of the pilot sites determined? 

3. The President’s Executive Order required VA to hire and train 800 peer to peer 
counselors by December 31, 2013. 

a. Please provide us with an update on how many you have hired, where they 
have been placed, and a brief description of the training that VA will be providing 
to these new counselors. 

4. Considerable concern has been voiced about the lack of transitional services be- 
tween the Department of Defense and VA, especially as it relates to mental health 
and those on active duty who are evidencing heightened risk of mental health 
issues. In testimony. Dr. Rudd from the first panel stated that he is convinced that 
the bulk of the problem is not a clinical one. He said we have to do a better job 
of managing those at risk, providing easy and frequent access to care, and con- 
vincing veterans to stay in care. 

a. What are VA and DoD doing to work together to ensure that those 
transitioning with mental health issues are not falling through the cracks? Are we 
getting communities involved early in the process? 

b. Is there something similar to a “warm handoff’ that servicemembers who are 
severely disabled experience? 

c. If not, are we working toward that goal? 

5. It is my understanding that VA now has Memorandums of Understanding with 
all 50 States to share suicide data and that the Suicide Data Report recently re- 
leased by VA now includes State veteran data which is a hig step forward. However 
in this report many States are not included, which limits the report somewhat. 
Could you please tell the Committee: 

a. What States are not included in the data? 

b. What are the harriers or reasons why some States did not participate? 

c. Has VA reached out and made a good faith effort to get these States to partici- 
pate? 

d. Moving forward how is VA planning to improve data collection? 

6. I understand that since March VA has an additional 1150 mental health clin- 
ical providers on board. I also understand that in addition to the new hires of 1600 
clinical and 300 administrative, VA continues to fill existing and projected mental 
health vacancies within the VA system. 

a. What is VA’s combined goal of new and existing vacancy hires? 

b. Do you have a projected number of mental health clinicians that will be on 
board and providng services to veterans? 

c. Please provide an update on the total number of additional mental health staff 
hired to-date, broken down by occupation, status (whether full-time, part-time, clin- 
ical, administrative, other, or a combination), Veterans Integrated Service Network 
(VISN) and veteran status. 

7. VA has reported that they need to substantially increase the number of mental 
health trainees exposed to VA in their training years by increasing the number of 
clinical training positions in mental health to include nursing, pharmacy, psy- 
chology, psychiatry, and social work for the 2013-14 academic year. 

a. How is VA progressing with this increase in training positions? 

b. What are the difficulties VA encounters when trying to recruit residents who 
have not been exposed to VA? 

c. Please provide a breakdown by discipline and number of positions of the in- 
crease. 

d. Have these positions been allocated throughout the VA health care system? 

8. There is concern in the community that veterans may not be getting the kind 
of mental health care they need or the appropriate intensity of care. Wounded War- 
rior Project conducted a survey of over 13,000 alumni, over a third of respondents 
reported difficulties in accessing effective mental health care. Reasons given were 
inconsistent treatments (e.g. canceled appointments, switch of providers, lapses in 
between sessions, etc..) and not being comfortable with existing resources. 
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a. Please provide a copy of the survey. 

9. VHA policy requires all first-time patients referred to or requesting mental 
health services receive an initial evaluation within 24 hours and a more comprehen- 
sive diagnostic and treatment planning evaluation within 14 days. The primary goal 
of the initial 24 hour evaluation is to identify patients with urgent care needs and 
to trigger hospitalization or the immediate initiation of outpatient care when need- 
ed. 

a. Can you tell us what percentage of first-time patients are actually identified 
as needing urgent care or hospitalization? 

10. Please provide a copy of the mental health performance requirements for all 
mental health settings. 


Questions From: Congresswoman Julia Brownley, Ranking Minority Mem- 
ber, Subcommittee on Health, Veterans Affairs, and Congressman Wax- 

man, To: the Department of Veterans Affairs 

1. Mental Health Staffing 

a. How many full-time mental health professionals have been hired at each of the 
following facilities since January 1, 2012: the Oxnard CBOC, Ventura Vet Center, 
and West LA VA? 

b. How many part-time mental health professionals have been hired at the 
Oxnard CBOC, Ventura Vet Center, and West LA VA over that time period? 

c. Please identify the program to which each full time and part time mental 
health professional has been assigned. 

2. Mental Health Funding 

a. Please identify the funding levels for mental health services at the Oxnard 
CBOC, Ventura Vet Center, and West LA VA for FY12 and FY 13. 

b. Please include a detailed description of how those funds are allocated across 
the Oxnard CBOC, Ventura Vet Center, and West LA VA programs. 

3. Social Worker Staffing 

a. How many social workers have been hired at the Oxnard CBOC, Ventura Vet 
Center, and West LA VA HUD-VASH programs since January 1, 2012? 

b. Has the VA met its set goal for the ratio between social workers and veterans? 

c. How many additional social workers need to be hired to meet the ratio the VA 
set as a goal? 

4. Waiting Times 

a. What is the current average waiting time for veterans to receive mental health 
screenings and services at the Oxnard CBOC, Ventura Vet Center, and West LA 
VA? 

b. What is the average waiting time over the past 6 months? 

c. What the median waiting time over that period? 

d. What is the range of waiting times over that period? 

e. If the Oxnard CBOC, Ventura Vet Center, and West LA VA do not track this 
data on waiting times please provide an explanation of why they do not. 

5. What changes in the treatment of mental health does the VA plan to imple- 
ment at the Oxnard CBOC, Ventura Vet Center, and West LA VA during FY13? 

6. What transportation options are available for veterans traveling from Ventura 
County, and outlying areas of LA County, to the West LA VA for medical treatment? 

a. Does the VA provide door-to-door bus or vanpool service for veterans? 

b. Are veterans expected to find their own means of transportation? 

c. If so, does the VA reimburse veterans for the cost of private or public transpor- 
tation? 
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7. Does the Department of Veterans Affairs have in place a pipeline system for 
identifying and recruiting qualified mental health professionals from colleges and 
universities across the country? 

a. How does the VA conduct outreach to mental health professionals for recruiting 
purposes? 

o 



